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PATIENTS WITH FOUR OR MORE CESAREAN SECTIONS 


Hugh B. McNally, M.D. 


and 


Vincent de P. Fitzpatrick, M.D., Baltimore 


It has become common practice among obstetricians 
to sterilize patients who have had two or three cesarean 
sections because of fear of rupture of the scar in a subse- 
quent pregnancy or labor. Greenhill’ states that a 
woman should be sterilized after she has had three 
cesarean sections; many are sterilized after two. Wein- 
baum and Javert,* listing various indications for steril- 
ization, report their sole obstetric indication to be three 
or more cesarean sections. In reviewing a series of 
1,669 cases of tubal sterilization, Lee and co-workers * 
state that two or more sections had been a common indi- 
cation for sterilization but believe that, because of the 
increased safety of abdominal delivery, the patient should 
not be sterilized until she has had three. Boulware and 
co-workers,* in a questionnaire sent to 100 hospitals, 
reported the overwhelming majority practice steriliza- 
tion with the third cesarean section. Douglass * believes 
this practice of sterilization, after the second or third sec- 
tion, has become prevalent without sufficient clinical 
evidence to substantiate it. R. Cosgrove ° says that such 
practice is medically archaic and believes there should 
be no set limit, providing the integrity of the uterus is 
maintained. It therefore becomes important to justify or 
refute these opinions on the basis of clinical experience. 
What is the fate of women who have had four or more 
cesarean sections? 


Materials and Method 


It is our purpose to report clinical experience on this 
subject. This study is in the nature of a preliminary re- 
port and represents a survey of 18 American and 2 Irish 
hospitals operating under religious supervision, where 
sterilization by any means and for any reason in the ab- 
sence of demonstrable pathology of the reproductive tis- 
sues is forbidden. It represents an even geographical 


¢ The obstetric histories of 130 patients who had 
had four or more cesarean sections were obtained 
from 20 hospitals. The period from 1936 to 1945 
furnished only 14 cases of this kind, but from 1946 
to 1955 there were 112. 


In 42 cases the main indication given for cesarean 
section was that the patient had had one or more 
already. Low cervical cesarean section was the op- 
eration most often done. In the 130 recent sections 
studied, the two kinds of anesthesia most frequently 
used were spinal anesthesia (56) and nitrous oxide 
and ether (24). A study of blood losses during the 
operation gave no evidence that subsequent sections 
were accompanied by any more bleeding than pre- 
vious sections had been. 

The data show some increase in prematurity in 
more recent sections and indicate anxiety on the 
part of the operator to avoid the risk of rupture 
near term. No conclusion is drawn concerning the 
relative safety of vaginal deliveries after cesarean 
sections, but the capabilities of the uterus after 
multiple sections have been underestimated. 





distribution in the United States. The obstetric careers 
of 130 patients having four or more cesarean sections are 
reviewed. The last section of each of these patients is 
studied in detail. In addition to the 130 present sections, 
this group had 464 previous sections and 44 vaginal de- 
liveries, resulting in the delivery of a total of 638 babies. 
Eighty-four patients (64.6% ) had 4 sections, 30 (23.1%) 
had 5, 9 (6.9% ) had 6, 5 (3.8% ) had 7, one (0.7% ) 
had 9, and one (0.7% ) had 10. The vast majority of 
these cases involved patients undergoing their fourth or 
fifth cesarean section. Three-fifths had four and one- 
fifth had five sections. This precipitous drop emulates to 
a lesser degree the tremendous drop after the third sec- 





From the Department of Obstetrics, School of Medicine, University of Maryland. 

Read before the Section on Obstetrics and Gynecology at the 104th Annual Meeting of the American Medical Association, Atlantic City, June 10, 1955, 
|. Greenhill, J, P.: Obstetrics, ed. 11, Philadelphia, W. B. Saunders Company, 1955, p. 1029. 

2. Weinbaum, J. A., and Javert, C. T.: Sterilization at the New York Hospital Over a 20 Year Period, 1932 to 1952, West. J. Surg. 62:95 (Feb.) 1954, 


3. Lee, J. G., Jr.; Randall, J. H., and Keettel, W. C.: Tubal Sterilization: A Review of 1,169 Cases, Am. J. Obst. & Gynec 
4. Boulware, T. M.; Howe, C. D., and Simpson, S. T.: A Discussion of Postpartum Sterilization, Am. J. Obst. & Gynec 


>. Douglass, L. H.: Personal communication to the authors. 


62: 568 (Sept.) 1951 
68: 1124-1128 (Oct.) 1954 


6 Cosgrove, R. A.: The Obstetric Future of the Cesareanized Patient, in Transactions of the Fifth American Congress on Obstetrics and Gynecology, 


St. louis, C. V. Mosby Company, 1952, p. 545. 
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tion. Apparently in many of these cases it was felt that 
there necessarily was present a defective uterus and hys- 
terectomy was carried out at this point. While, with 
one exception, all the pathological disorders we report 
lie within this group, there were several questionably 
defective scars in those having hysterectomy. It would 
be of considerable interest to obtain more information 
about those not having hysterectomy yet not returning 


TABLE 1.—Original Operative Indications, Including First 
and Subsequent Sections 


No. of 

Indication Cases 
CEPRAlOPeIvid GIGPTOPOTEION, ..0..00ccscccscpecsscscovcssseress (p2 
Hemorrhage, then previous section................seeeeeeees 15 
OMEN, THO PROVING BOCTIOE. onic ccc secccvccscesccccns 9 
Fetal indications, then previous section................... 3 
Maternal medical disease, then previous section............ 3 
NE oe sec edauanisecennsédsebeeooeDisrsrsvesctemeehineneh 3 
Elective, then previous section... ..cccscccccscccecscccspeces 3 
Fetal indications and disproportion..................0000 eee 2 
GUC MUNCIE, CO GURNUIIOs oc cccvcsccviccccesecrscsensscsees 2 
Uterine inertia, then previous section................+.eeeeee 1 
GUE WINE TNT vcencccecccccsicwscvsccsecesscsoeses 1 
Maternal medical disease, then elective...............-..+-- 1 
TICINOPINARS SHE GISPTOPOTUOR., 2.000000 ccccccsivcadevccocvcs 1 
TIOMBOW, Wet PISVIGUE BOCTIOR, 6<.cciccec csc ccecccswsveseces 8 


MEE orc: = cine Shine. xie ded CGN OR SDH E ONS Aa eee COCII AS TRAE 6 


with future pregnancies. Chesterman‘ states that di- 
minished fecundity after the birth of the second child is 
related to the method of delivery of that child. He states 
that in women not sterilized after a second section only 
one in three had a third pregnancy. Is the drop noted in 
this series actually due to a similar secondary sterility? 
Were the patients warned against future pregnancies, or 
was fear of repeat operation the prevailing cause? 

From 1936 to 1945 only 14 cases (10.76% ) are re- 
ported, whereas, from 1946 to 1955 there were 112 
cases (86.15%). The dates were unknown for four 
cases (3.07). We feel this eightfold increase during the 
second 10-year period is partly due to increases in surgi- 
cal safeguards, rather than to a wider acceptance of 
multiple sections. It is more indicative of the feasibility 
and safety of the procedure than it is of an increased de- 
sire on the part of the obstetrician to perform the opera- 
tion. It could also be due to better reporting through 
improvements in hospital records. 


At the time of their last section, 8 patients (6.2% ) 
were in the age group 21-25, 25 (19.2%) were in the 
age group 26-30, 48 (36.9% ) were in the age group 
31-35, 37 (28.5% ) were in the age group 36-40, and 12 
(2.3% ) were in the age group 41-45. We believe it is 
of interest to note that over 65% of these deliveries oc- 
curred in the fourth decade. It would seem that the 
necessity for delivery by section caused pregnancies to 
be spaced over a wider span of years than if the vaginal 
route could have been utilized. We again ask whether 
this was due to impaired fertility or to the advice of the 
obstetrician that the children be spaced. If the latter is 
true, we raise the question of whether these patients lose 
in advancing years what they have gained in spacing 
pregnancies. If multiple sections are safe this will be an 
important factor. Does spacing produce a firmer scar? 
In this type of patient is relative youth an advantage? 





7. Chesterman, J. N.: The Remote Effects of Caesarean Section, J. 
Obst. & Gynaec. Brit. Emp. 60: 684 (Oct.) 1953. 


J.A.M.A., March 24, 1955 


Of the 130 present sections, 79 (60.8% ) were per. 
formed in private institutions and 51 (39.2% ) in sery. 
ice institutions; 96 (73.8% ) were done by obstetricians. 
15 (11.5%) by some member of the house stafi, || 
(8.5%) by general practitioners, 5 (3.8%) by sur. 
geons, and 3 (2.3%) by unknown participants. We 
believe the relatively high percentage of service cases 
is due to the fact that our statistics were furnished mostly 
by large centers. Only 16 patients (12.3% ) are known 
to have been treated by physicians other than obstetri- 
cians or house staff members. This fact, coupled with 
the high percentage of private patients, could well re- 
flect concern on the part of this type of patient, which 
would lead her to seek personal, responsible care. This 
does not, of course, eliminate the possibility that the 
trained obstetrician, confident of his judgment regarding 
uterine capabilities, was more willing to individualize in 
the management of his case. 


Indications for Sections and Types of Operations 


Statistically, at least, we find that the original indica- 
tions for operation comprise an acceptable series (table 
1). The ratio of various diagnoses is what one would 
expect in a study of sections in any well-conducted clinic. 
We feel that this militates against any initial selectivity. 
The indications for the initial cesarean section were most 
frequently disproportion and hemorrhage. A summary of 
indications for subsequent and previous sections (table 2) 
shows that the reasons have narrowed down to a smaller 
group. In the use of the term elective, we do not agree 
that there is any justification for a purely elective section 
in the strict sense of the term. A typical example of the 
preoperative diagnoses one would expect to find in such 
a series includes previous obstetric history in 82 cases, 
disproportion alone in 34, complete placenta previa in 
3, preeclampsia in 2, ruptured uterus in 2, renal disease 
in one, complete abruptio in one, partial abruptio in one, 
partial previa in one, heart disease in one, fetal death in 
utero in one, and tumor blocking birth canal in one. We 
would take exception, however, to heart disease as a 
primary reason for section as well as fetal death in 
utero independent of adverse past obstetric history. One 
would also expect a higher percentage than 89.2 to be 
comprised of past obstetric performances and cephalo- 


TABLE 2.—Summary of Indications for Original and 
Subsequent Sections 


Total Tot: 


Original Section No. Subsequent Section Ne 
Indication Indication 

Oe 73 DIGDTOROECIOR.,. 6 cocncceccsss: 1 
EE re 16 Previous section........... 42 
io) Sek Gen eee 9 ee eee 7 
tag's Ge cceirinsd ots'arests-a 6 | SE ( 
Fetal indications............ 5 
Maternal medical disease.... 4 
Dros caste cbserceeudeces 3 
SR ictus sdeeiswaedeeee 14 


pelvic disproportion. Certainly, at this parity level, the 
overwhelming influence to perform cesarean section must 
have been the relative plethora of previous sections. 
Some of these stated indications, although thorough) 
legitimate in themselves, were coincidental. 

In the 20 hospitals included in the survey, low cer- 
vical cesarean section (laparotrachelotomy) seems (0 
have become the operation of choice (table 3). Howeve!, 
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‘hose who have had experience with repeat section may 
express surprise at the large percentage that had low in- 
cisions exclusively. Conversely, we would have expected 
many more to have had a combination of the two types 
__low and classic. We find it hard to believe that such 
a desired type of incision was feasible in such a large ma- 
jority of the cases, and we wonder whether some patients 
were subjected to unnecessarily long surgical procedures 
to preserve this record. Even with the present section, 
76.92% of the patients had low cervical cesarean section. 


Problems of Performing Sections 


Many believe that subsequent labor weakens a section 
scar and that the dangers of rupture under such circum- 
stances outweigh the risks inherent to the performance 
of repeat section. Beacham * reported a series of 23 
cases of ruptures of postsection scars in which 17 pa- 
tients had labor, resulting in a maternal mortality of 
26.1%. In our study, 104 patients had no previous 
vaginal deliveries, 14 had one, 7 had two, 2 had three, 
one had four, one had six, and one was unknown. At the 


TABLE 3.—Types of Operations in Previous and Present Sections 


Previous 


Low cervical cesarean section—throughout................. 70 
nc cy cok cbaGeeh sete ensewaesieneneeenee 8 
CI io c6 0s vew ernest cconsiependenbisv idan enuesse 11 
EG cla ds aces nebasennas een edsewhe tan SGaees 3 
Cn re ES I ces cescpuansdeeseaveceveve 18 
SS rica tinal ah aca an ak hdheh os ie kogsach: oka a hy eh ne ae Greve 20 
Present 
Low cervieal cesarean section—no labor........... 92 
OE Oe ee ee ee ee REE ee NE a elie . 
ON s vccaccwnatacesedceuweeannetessoesaee Seabuneue 17 
Tal Bhs acivns cuaweaeaewesreetbetesbaderses< 2 
Cesarean hysterectomy—no lJabor...................+.5: s 
Dt ps8 2 bd Codd daudee RE eeCiNel seni asekaeneenarees 0 
SN iirc sn cnuaek Neen tasnnbhndaed ene ssbewersbenetwes : 3 


current birth, 120 had no labor, 9 had early labor, and 
one had medium labor. It is of interest to note that 
8.66% of the deliveries in this series were accomplished 
by the vaginal route. Some could have been the initial 
delivery, some could have followed an original section, 
while some could have followed a section that, in turn, 
followed a vaginal delivery. Thus, sections were prob- 
ably done in some patients for intercurrent pathology 
after original delivery through the pelvis, and, in the 
absence of a repetition of such pathology, pelvic de- 
livery was reverted to, only to find the need for section 
later because of distrust of the section scar. A census 
taken of the staff of the University of Maryland Hospital 
on this attitude revealed that the majority favored only 
two pelvic deliveries following section. R. Cosgrove * 
risks an occasional pelvic delivery under these circum- 
stances. On this subject we quote Feeney °°: 

lf a patient in the past has had one or more easy vaginal 
deliveries, followed by a Caesarean section for such a temporary 
condition as placenta praevia, the prognosis for subsequent 
iginal delivery is considered safe, provided, of course, that the 
circumstances attending upon the section were conducive to 
‘wind healing of the scar. On the other hand, if a Caesarean 
sction has been performed upon a woman, who never had a 

‘ginal delivery or who never progressed in labour to full or 

irly full dilation of the cervix, then an attempt to secure a 


lvic delivery in the next pregnancy must be attended by more 
xiety. 
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Should one allow the onset of labor when an elective 
section is planned? Is it safe to wait to insure the ma- 
turity of the baby? Some cases must fall into such a 
category. In addition, a few previous labors can be 
judged to be the original trial in suspected disproportion, 
while others could have been accidental to some degree. 
In this series, only 15 known patients (11.50% ) had 
labor following previous section, while 10 patients 


TABLE 4.—Fetal Weight of Previous and Present Deliveries 


Av. Weights Weights of 
of Previous Present 
Deliveries Deliveries 
| | — 
Gm No Ov Gm, No, 
Under 1,000 0 Under 35 
1,000-2,500 4 35-87 1,000-2,500 8 
2? 5010-3 000 18 87.5-105 2 500-3 000 “4 
3,000-3,500 40 105-122.5 8,000.3 500 43 
3500-4 000 3s 122?..5-140 3500-4 000 
4,000-4,500 8 140-157.5 4000-4500 6 
4,500-over 0 157.5-over 4,.000-over 1 
Unknown 22 Unknown 17 


(7.69% ) had labor this section. Thus, except for a few 
accidental labors, fear of labor seems to predominate. 

Anesthesia.—In the present cesarean sections, 56 pa- 
tients had spinal anesthesia; 24 had nitrous oxide and 
ether; 8 had ether and cyclopropane; 7 had cyclopro- 
pane; 6 had nitrous oxide and thiopental (Pentothal) 
sodium; 5 had nitrous oxide, ether, and thiopental; 5 
had thiopental and local anesthesia; 4 had thiopental 
and spinal anesthesia; 3 had nitrous oxide and cyclo- 
propane; 3 had nitrous oxide, ether, and cyclopropane; 2 
had local anesthesia; 2 had nitrous oxide, cyclopropane, 
and thiopental; 2 had curare and nitrous oxide; one had 
nitrous oxide, ether, and local anesthesia; one had cyclo- 
propane and thiopental; and one had ether. Over one- 


TaBLE 5.—Fetal Mortality of Previous and Present Deliveries 


Previous 508 Deliveries No. Present 130 Deliveries No, 


Prior to labor.....cccccce 4 Before operation.. ; 
BI BOOBS. <0ckavcowine 8 | eee ~ * 
DE btucsntencnvéaced 18 - 
SED kactcesacces waa Total 7 (5.38%) 
NEE. ukenésdeatsnnasane 36 (7.0%) 
Due to Rupture Previous Section Scar............ccesccesecces 1 (0.76%) 
Cause This Delivery 
OTITIS GOTO as ok vecksccescccrecccnss ; coco 8 
Baby free in abdomen.. 2 
es SE I 5 5 cic octcnndsaweneeeecbacs l 
PIN ae tnkascisctadnes etal : eer wa 4 
Atelectasis-hyaline membrane 1 


(1,000-2,500 gm., Or 35-87.5 oz.) 
PC "—=E ee 
(2,500-3,000 gm., Or 87.5-105 Oz.) 
(3,000-3,500 gm., Or 105-122.5 oz.) 
GE sanknsbcaiiunsdbouions . oo 38 


(1,000-2,500 gm., OF 35-87.5 0Z.) 


half, 55.38%, of these patients had general anesthesia 
with the last section. Because the risk of prematurity is 
great, we must take issue with this high percentage of 
general anesthesia. We especially regret to report only 





8. Beacham, W. D., and Beacham, D. W.: Rupture of the Uterus, 
Am. J. Obst. & Gynec. 61: 824-839 (April) 1951. 

9. Cosgrove, R. A.: Vaginal Delivery Following Cesarean Section, 
Bull. Margaret Hague Maternity Hosp. 3:14 (Wan.) 1950 

10. Feeney, J. K.: Complications Associated with High Multiparity: A 
Clinical Study of 518 Cases, J. Irish M. A. 32: 36 (Feb.) 1953 
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two patients, or 1.54%, received local anesthesia. We 
believe local or spinal to be in the best interest of both 
mother and baby. 

Blood Loss.—Estimation of blood loss seems to have 
little significance attendant to multiple sections. Our 
study shows that 25 patients lost up to 250 cc. of blood, 
45 lost from 250 to 500 cc., 8 from 500 to 750 cc., one 


TABLE 6.—Ruptured Uteri Occurring Between Thirty-Six 
and Forty Weeks * 


SS —_ 
Site of Rupture No. % 
CD BOD incor enrecssdscisctesececeecudissecesves 1 0.73 
 ORODOIS GONE Civcccccoccedeiesnsiscssctencses 1 0.73 
Minor ruptured cesarean sear, repuired..........-.+ 1 0.73 





* No labor this section, and no previous vaginal deliveries. 
t Previous postsection infection. 


from 1,000 to 1,500 cc., 22 none, and 29 unknown 
amount. There seems to be no reason why the 10th sec- 
tion should be accompanied by a greater blood loss than 
that encountered with the 2nd section, except when as- 
sociated with uterine atony caused by the patient’s multi- 
parity. Our figures tend to show that even this latter 
complication had no adverse influence in this regard. The 
only stated case of hemorrhage as such was associated 
with uterine rupture. 

Prematurity and Fetal Mortality.—A study of fetal 
weights (table 4) exemplifies the tendency toward pre- 
maturity. In previous deliveries, 4 patients (3.07% ) had 
babies weighing under 2,500 gm. (87.5 oz.), and 22 
(16.92% ) had babies weighing under 3,000 gm. (105 oz). 
Eight patients (6.15% ) had babies weighing under 2,500 
gm. (87.5 oz.) with the last section and 32 (24.61%) 
under 3,000 gm. (105 oz.). This clearly indicates an anxi- 
ety on the part of the operator to deliver these patients 
early. Thus, the risk of prematurity is greater in patients 
having multiple sections. One must, in each individual 
case, weigh the risk of rupture against the risk of prema- 
turity. Greenhill '' recommends posting elective section 
patients 7 to 10 days prior to the estimated date of con- 
finement. This could be too late. We suggest that, in the 


TABLE 7.—J/nfections in Previous and Present Pregnancies 


Previous No. Present No. 

DE che cneekGetoceweveeckead 9 PN Cs rtcccbos tens 14 
TEUGET avcetnscaveresnraeede 5 i eee 4 
TNE nadgeewettednbacswes 3 re 2 
Other morbidity............ 6 Interecurrent disease....... 2 
DN Sasdcetaseccnaces 63 Cause unknown............ 2 
RL Acwbinccncsdaaskes 31 Re ae ] 
_— RE sncenerascecnaeeas 1 

WON: sasedddeeecscsoncer o 5 DPNUEEEE dghidebadaiscconsave 1 


i 1 
Infected abdominal wound 1 


WORN bss riebrce scenes 29 


absence of symptoms referable to the scar, the estimated 
weight of the baby should be the deciding factor in such 
a decision. Morton,’* for instance, emphasizes the fact 
that there is a definite relationship between birth size and 
baby survival. The increased trend toward prematurity 





11. Greenhill, J. P.: Editorial comment, Year Book of Obstetrics and 
Gynecology, Chicago, Year Book Publishers, 1948, p. 183. 

12. Morton, D. G.: Obstetrical Significance of Prematurity, J. Pediat. 
37: 632-638 (Oct.) 1950. 


J.A.M.A., March 24, 1556 


with advancing parity in the multiple section patient, 
however, can be justified by the reasoning that it is uiti- 
mately in the best interest of both mother and baby to 
perhaps operate a little early and run the calculated risk 
of prematurity. 


When we take into consideration the fact that 16 of 
the original sections were performed for hemorrhage, 9 
for toxemia, and 5 for fetal indications (a total of 30), one 
must conclude that the fetal mortality (table 5) under 
such circumstances is reasonably acceptable. We must 
also be reminded of the 44 previous pelvic deliveries in 
this group, some of which almost certainly were asso- 
ciated with these mortalities. Only one mortality with 
the present section (0.76% ) can be directly attributed 
to the hazard of multiple section delivery. This was the 
one stillbirth associated with rupture of previous section 
scar. One stillbirth was coincident to rupture of the site 
of a previous plastic operation remote from the previous 
section scar. The other stillbirth was associated with 
repeat toxemia. Of the neonatal deaths, one accompanied 
complete abruptio placentae. The other three, one in a 


TABLE 8.—Previous Infection as Cause of Deficiency of 
Section Scars 


Previous Previous 
Infection No. Type of Sear No. Labor No 
a 4 | 5 
a ee 1 Thin and narrow... 11 Medium......... $ 
ee 1 Psdstusesess 
ree 4 
ic swrnncewews 3 Thin and wide...... 16 Medium......... 2 
RS os acs sepane ae 
a ee ] 
Siar cites cabew a Short dehiscence.... 3 | eee ] 
POM tcescce 3 
ee a ] 
ee 1 Long dehiscence..... 4 i bieee boca ] 
Unknown....... 


premature infant, occurred in infants delivered of moth- 
ers who received sections on an elective basis for dis- 
proportion. 

Defective Scars 


A total of 32 (24.6% ) defective scars are reported, 
including 11 narrow and thin ones, 16 thin and wide, 3 
short dehiscence, and 2 long dehiscence. The considera- 
tion of uterine scars due to previous section is the nu- 
cleus of any study of this type. Much work previously 
reported has dealt with the predictability of unseen scars 
based on various criteria. We have undertaken to com- 
pare scars seen and evaluated at the time of multiple sec- 
tion with these factors stressed by others as having in- 
fluence on scar deficiency and rupture. On the basis of 
this series, we list the influences of distention, infection, 
labor, and improper closure. 

Ruptured Uteri.—All three ruptured uteri (table 6) 
occurred before term, prior to the onset of labor. Two of 
these uteri were removed, and one apparently was re- 
paired and left alone. In this latter case, the infant sur- 
vived. It is important to note that one rupture did not 
occur through a previous section scar. Twenty years pre- 
viously this patient had a right hemihysterectomy for re- 
duplication of the uterus. Afterward she had three lowe’ 
segment sections. Her uterus ruptured during her fourt! 





tio 


bic 


Se 
pr 
lis’ 
Sel 
the 
be 
wc 
0c 
the 
Su 


thi 








= 













vol. 160, No. 12 


pregnancy at the site of the hemihysterectomy scar. 
fhere were no maternal deaths accompanying ruptured 
uterus. 

Previous Infection.—Previous infection (table 7) has 
been blamed as contributing to deficiency of section scars 
and has been termed an important indication for subse- 
quent section and sterilization. Indeed it has often been 
judged that if the first postoperative course was febrile 
to any extent then the maximum limit allowed the patient 
should be two cesarean sections. The previous morbidity 
in this series involved 36 cases in 464 previous sections. 
One-third of these are related directly to the defective 
scars observed upon the occasion of the last section 
(table 8). From this it appears that even mild infec- 
tions following cesarean section are something to be 
reckoned with in the prevention of weakened scars. It 
would appear that a certain number of these, however, 
could possibly be prevented or minimized in this anti- 
biotic age. It can be predicated here that infection does 
not always lead to a defective scar, that a defective scar 
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fective scar at all. It is common to observe an almost 
abnormally thin lower uterine segment in low cervical 
cesarean section in the primigravida only to have such an 
area stand up well in subsequent pregnancies. This could 
well account for the high percentage of thin and wide 
scars reported (16 in the total of 32). We feel that this 
suggestion warrants special consideration, because 75% 
of this group had been previously allowed labors of 
various lengths. Greenhill '* states, “An anatomically 
weak scar does not necessarily presuppose inability to 
withstand the distention caused by pregnancy or the 
strain of labor, at least in the lower uterine segment.” 
In addition, some have investigated previous scars from 
the interior of the uterus following a vaginal delivery. 
They have rendered alarming reports concerning the de- 
ficiency of these scars only to find no scar apparent at the 
time of section, prior to labor, with the next pregnancy. 

We no longer question the competence of thin scars 
of the abdominal wall, and perhaps the same attitude 
should prevail in dealing with the uterus. Siegel,’® ex- 


TaBLeE 9.—Histories of Ten Patients with Hysterectomy * 





Age Type Duration of 
Section Group, Previous Preenancy, Type of Fetal Pathological Previous 
No. ¥e. 7 Section Wk. Type Scar Hysterectomy Rupture Result Repair Infection 
Oaeawane 31-35 1952 Unknown Unknown Thin and wide Total None Good Sear None 
Di ccesaeindan 36-40 1953 Laparo- Unknown Thin and wide Subtotal None Good Normal None 
trachelotomy uterus 
eee 41-45 1950 Plastic 36-40 Long dehiscence Subtotal Yes Stillborn Laceration Yes 
japaro- 
trachelotomy 
Didebindneie 26-30 1954 Classic 36-40 Long dehiscence Subtotal Yes Stillborn Laceration None 
Gisecwiateess 41-45 1955 Classic Unknown Thin and wide Subtotal None Good None None 
SL cendisaweue 31-35 1952 Classic Unknown Thin and wide Subtotal None Good Sear Yes 
| Ree oe 6-30 1952 Classie Unknown Thin and wide Subtotal None Good Normal Yes 
uterus 
Riscsneaenian 31-35 1952 Unknown Unknown None Subtotal None Good Normal None 
uterus 
Spcccduclsses 36-40 1952 Laparo- Unknown Short dehiscence Subtotal None Good Sear fibrosis Yes 
trachelotomy 
Dicom sencion 41-45 1951 Classic Unknown Thin and wide Subtotal None Good Sear fibrosis Yes 





* No labor this section and maternal result was good. 


does not depend on previous infection, and that the 
degree of deficiency of the scar does not seem to have a 
direct relationship to the severity of the infection. 

Labor.—The incidence of morbidity with the last 
section is a good deal higher than that associated with 
previous sections, but a review of the causes reveals a 
list similar to what might be found in any unselected 
series. The evaluation of a cesarean section scar can be 
the subject of considerable difference of opinion. It has 
been popularly felt that the site of a previous section 
wound is the area in which rupture is most likely to 
occur and that distention by an advancing pregnancy or 
the strain of labor may be sufficient to cause rupture at 
such a weakened point in the uterus. Certainly, from 
this series, we are forced to conclude that distention, 
rather than labor, seems to be the guilty cause. Lane 
and Reid ** also report a high incidence of silent de- 
hiscences without labor. 

In view of the fact that pathological studies of some 
of the uteri removed in this series failed to substantiate 
the clinical diagnosis of defective scar, we suggest that 
the uterine wall at times presents a thinned area that 
cou'd be normal structure for that uterus and not a de- 


perimenting with four pregnant dogs and four nonpreg- 
nant dogs with uterine incisions, concludes that connec- 
tive tissue formation after incision into the pregnant 
uterus is greater than in the nonpregnant uterus. This 
could give the appearance of a defective scar by accen- 
tuating the old line of incision. Thus it seems that at 
the present time there is a tendency to hold that visible 
scar is synonymous with defective scar. This we do not 
feel to be true. What seems to be scar may not be scar at 
all but simply a thinned area of muscle elements. 

Improper Closure.—We have no evidence from this 
series that improper surgical closure of the uterus influ- 
enced in any way the incidence of defective scars. We do, 
however, feel that it is a possible contribution. We base 
this on personal experience alone. We have had a ten- 
dency to trust the scar if we know we can trust the former 
operator. 





13. Lane, F. R., and Reid, D. E.: Dehiscence of Previous Uterine Inci- 
sion at Repeat Cesarean Section, Obst. & Gynec. 2: 54 (July) 1953 

14. Greenhill, J. P.: Editorial comment, Year Book of Obstetrics & 
Gynecology, Chicago, Year Book Publishers, 1953-1954, p. 201 

15. Siegel, I.: Scars of the Pregnant and Nonpregnant Uterus: Histo- 
logic Comparison of Scars 2 Weeks Postoperatively, Am. J. Obst. & 
Gynec. 64: 301 (Aug.) 1952. 
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Hysterectomies 


There were 10 hysterectomies performed in this series, 
giving an incidence of 7.69% (table 9). Three uteri, re- 
moved by subtotal hysterectomy, were considered nor- 
mal by the pathologist. If we are going to rely on the 
judgment of the pathologists, then there were seven justi- 
fied hysterectomies in 5.07% of the total patients. These 
seven involved four patients with the 4th section, two 
with the Sth section, and one with the 10th section. Of 
these seven, there were three with thin and wide scars, 
two with ruptured uterus, one with short dehiscence of 
the scar, and one with thin and narrow scar. Four had 
previous classic section scars, two had low cervical scars, 
and one unknown. In this group four had known pre- 
vious morbidity. 


Fatalities. —The two stillbirths as mentioned before 
accompanied the two ruptured uteri and comprised the 
only fetal mortality in this group. The maternal results 
in this hysterectomy group were all good. There was one 
maternal death in the entire series, giving an incidence of 
0.769%. This patient had one vaginal delivery and 
three low segment sections for contracted pelvis and pre- 
sented a large incisional hernia that was causing discom- 
fort. At 39 weeks, under nitrous oxide and cyclopropane 
anesthesia, repeat low section was performed without 
difficulty. After the section, which required 20 minutes, 
a surgeon undertook the repair of the ventral hernia, 
which took a further period of 25 minutes. As the skin 
was being sutured, the patient collapsed and died 15 
minutes later, despite the usual methods of resuscitation. 
Autopsy showed the uterus intact. No cause of death 
could be discovered. The baby survived. The proved 
ability of any patient to withstand laparotomy does not 
diminish the constant need for proper preoperative prep- 
aration and sound surgical judgment. The performance 
of multiple surgical operations on a multiparous pregnant 
woman is certainly open to criticism. This death, we be- 
lieve, cannot be attributed to the usual hazards of mul- 
tiple section. Certainly this is an avoidable cause. 


Comment 

Three years ago Cosgrove " stated that if a woman 
must be delivered of all of her children by cesarean sec- 
tion the number of sections is unlimited, providing the 
integrity of the uterus is maintained. We believe this 
report carries out that thought, and, on the basis of this 
study, we subscribe to his idea. Clinical experience here 
leads one to believe that judgment of the integrity of the 
uterus can be confusing. Only 10 uteri were removed, 7 
justifiably. Of the patients considered as having defective 
scars, 24 (70.6% ) apparently did not have enough 
pathological disease of the uterus to justify hysterectomy 
and were considered safe to carry another pregnancy. A 
positive diagnosis of defective scar should lead to a diag- 
nosis of pathological disease of the uterus followed by 
hysterectomy. Otherwise we believe no such diagnosis 
should be made if the uterus is allowed to remain. The 





16. Greenhill, J. P.: Editorial comment, Year Book of Obstetrics and 
Gynecology, Chicago, Year Book Publishers, 1953-1954, p. 187. 


J.A.M.A., March 24, 1956 


final evaluation of a uterus at the time of section is the 
sole responsibility of the operator, and no patholovical 
studies can adequately substitute for his honest judg. 
ment. 

It seems, on the other hand, that there is room for a 
better clinical evaluation of such uteri. The results in 
this series make one conclude that the capabilities of 
uteri subjected to repeat cesarean section are underesti- 
mated and that the majority of scars even in advanced 
parity remain intact, thus preserving the integrity of the 
uterus to carry another pregnancy. Parity with section 
is not in itself a justified indication for hysterectomy or 
tubal sterilization. The incidence of fetal loss increased 
proportionately. Maternal mortality actually could be 
decreased in this advanced parity group by more careful 
supervision and preparation of these patients. Green- 
hill** reports an ever-increasing number of hospitals 
having 1,000 or more consecutive cesarean sections with- 
out a mortality. Cosgrove ° states that a woman’s child- 
bearing life is too short for the present section mortality 
to decrease her life expectancy to any significant degree. 
The same can be said of the multiple section patient. 


Summary and Conclusions 


In a group of 130 patients having more than three 
cesarean sections, 87% had four and five sections. Fol- 
lowing the fifth section there is a sharp drop in incidence. 
The frequency of repeat pregnancies destined for ce- 
sarean section is less than that for vaginal delivery. On 
the basis of our results, we cannot offer any conclusion 
concerning the relative safety of vaginal deliveries follow- 
ing cesarean section. The majority of patients of high 
parity who anticipate repeat section consult an ob- 
stetrician for their care. The indications for the initial 
cesarean section, as well as for subsequent sections, fall 
into generally accepted categories. Because the majority 
of previous operations were of low segment variety and 
the majority of hysterectomies followed the classical-type 
operation, low cervical cesarean section contributes less 
to weakened scar and/or rupture. Risk of prematurity 
of the baby is greater in patients with multiple sec- 
tions. The risk of mortality, both maternal and fetal. 
is not increased. The distention of the uterus by an 
advancing pregnancy as a cause of weakened scar and/or 
rupture is more to be feared than labor. The danger of 
ruptured uterus is greatest before but near term in the 
absence of labor. Hysterectomy in the multiple section 
patient is sometimes unnecessary and should be per- 
formed only when the uterus has been carefully judged 
clinically to show pathological disease and, in the opera- 
tor’s opinion, cannot stand the distention of another 
pregnancy. Previous postoperative infection does not 
always cause subsequent weakness of postsection scars 
but does contribute to such weakness in some cases. 7he 
present-day evaluation of the postcesarean scar leaves 
room for better clinical judgment. The capabilities and 
integrity of the child-bearing uterus in the patient with 
cesarean sections and relatively high parity have been 
underestimated. 


Medical Arts Bldg. (1). 
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LONG-TERM MANAGEMENT OF PEMPHIGUS VULGARIS WITH 







CORTICOTROPIN (ACTH) 


Richard B. Stoughton, M.D., Chicago 


[his report concerns the successful management of 


nine patients with pemphigus vulgaris with corticotropin 
(ACTH). These patients have been well controlled and 
in all probability saved from death by the administration 
of corticotropin regularly for periods ranging from one 
and a half to four and a half years. Previous reports have 
stated that pemphigus vulgaris can be controlled with 
corticotropin and cortisone.'’ However, in previous re- 
ports, the treatment periods were relatively short, most 
of the patients were managed with cortisone or hydro- 
cortisone, and some of the patients with pemphigus vul- 
garis died in spite of such therapy.* In my series of 
nine patients, some have been treated for over four 
years. Corticotropin has been used almost exclusively, 
and none have died from pemphigus vulgaris. (One pa- 
tient died with a coronary thrombosis during therapy. ) 
The problems attendant to prolonged administration of 
corticotropin have been surprisingly minimal in this 
group. There have been no significant disturbances of 
electrolytes, fluid balance, gastrointestinal function, re- 
sistance to infection, blood pressure, or the osseous sys- 
tem. Except for one transient episode of psychosis, 
there has been no obvious personality change in any of 
the patients. 

Tzanck tests (scrapings from the blister base are 
smeared on a slide, air dried or fixed in alcohol, and 
stained with hematoxylin and eosin) showed the charac- 
teristic changes of pemphigus vulgaris in each of the nine 
patients. The clinical and microscopic appearance of the 
lesions was in all cases characteristic of pemphigus vul- 
garis (the epithelial cells have a loss of intercellular 
bridges and show perinuclear rarefaction and rounding 
of contours; many single cells are seen, whereas in other 
blisters these cells stick together in clumps and strings). 
Five of the nine patients have been treated for consider- 
ably longer periods than the other four and are presented 
in detail. 

Report of Cases 


Case 1.—A 54-year-old white printer first developed large 
flaccid blisters on his feet, arms, and legs in May, 1950. New 
blisters continued to appear for the next month, and hospitaliza- 
tion became necessary in June, 1950. On examination, when 
admitted to Billings Hospital, clinical, histological, and cysto- 
logical changes were those of pemphigus vulgaris. His condition 
deteriorated rapidly, until about half of the body surface was 
involved with blisters and erosions and he appeared moribund. 
In lune, 1950, corticotropin intramuscularly was given for the 
first time. There was an immediate favorable response of the 
cutaneous lesions, which healed almost completely in the next 
three weeks (fig. 1). He developed a transient psychosis that 
disappeared two weeks after the dosage of corticotropin was 
lowered from 160 units (1 mg. of the earlier preparations equals 
1 US. P. unit) per day to 80 units per day. Because of difficulty 
in controlling the eruption with corticotropin on an outpatient 
basis, he was hospitalized for two weeks in November, 1950, for 
three months beginning in June, 1951, and for 10 days in 
Dc ember, 1951. On two occasions during the periods of 
hopitalization, 20 to 40 units of corticotropin intravenously per 
da. for 10 days was needed to suppress the blister formation. 


¢ Nine patients with pemphigus vulgaris were fol 
lowed through periods of remission and exacerba- 
tion. All but one were at one time moribund and 
would almost certainly have died if corticotropin 
had not been available to them. All experienced 
remissions during which no corticotropin was 
needed, and all at one time or another had exacer- 
bations that required greatly increased doses of 
corticotropin for control. 


Corticotropin never failed to suppress the blister 
formation. Side-effects were minimal. Except during 
the remissions, which are infrequent, the dosage 
needed has been remarkably constant, so that the 
therapy can be continued on an outpatient basis 
for indefinite periods of time. 





After December, 1951, it was possible to control the disease by 
outpatient supervision only. Except for a three-month remission 
from August, 1950, to November, 1950, he was given daily 
injections of corticotropin, 20 to 100 units, from June, 1950, to 
April, 1954, when he was hospitalized in Cook County Hospital. 
His lesions have been well controlled with cortisone, 60 to 100 
mg. per day, since the time he entered Cook County Hospital. 
In April, 1952, he developed multiple sclerosis with the classic 
signs of ataxia, nystagmus, and slurring of speech. Though the 
cutaneous lesions remained well controlled with corticotropin, 
the central nervous system changes progressed until permanent 
hospitalization was necessary in April, 1954. Except for mild 
sodium and chloride retention during periods of intensive corti- 
cotropin therapy, the serum electrolytes remained within normal 
limits. No significant abnormalities of kidney function, periph- 
eral blood, fluid balance, or the cardiovascular system were 
present at any time during corticotropin therapy. Though he 
had a ruptured duodenal ulcer in 1948 (treated by local repair), 
he developed no signs or symptoms referable to the gastro 
intestinal tract during the entire period of therapy. 

Case 2.—A 45-year-old white widow was perfectly well until 
March, 1950, when she first developed painful lesions of the 
throat and mouth. She was treated by her local physician with 
topical and systemic administration of antibiotics from March 
to July, 1950, without any relief. In July, 1950, when first seen 
in the University of Chicago Clinics, a generalized bullous erup- 
tion covered her arms, legs, and trunk. Large flaccid blisters 
were present On a nonerythematous base. The Nikolsky sign 
was positive, and the microscopic appearance of the lesions 
supported the diagnosis of pemphigus vulgaris. The patient was 
hospitalized at this time, and corticotropin intramuscularly, 80 
units per day, was given. The lesions disappeared within two 





From the Section of Dermatology, Department of Medicine. University 
of Chicago. 

The corticotropin used for the last three and a half years of this study 
was supplied as purified corticotropin-gel by the Wilson Laboratories 
Chicago. 

1. (a) Sulzberger, M. B., and Witten, V. H.: Prolonged Therapy with 
Cortisone for Chronic Skin Diseases, J. A. M. A. 155: 954-959 (July 10) 
1954. (b) Arnold, H. L., Jr., and Johnson, H. M.: Transition from 
Pemphigus Erythematosus to Pemphigus Vulgaris: Report of a Fatal Case 
Partially Controlled by Cortisone and ACTH, Brit. J. Dermat. 68: 218 
221 (June) 1954. (c) Lever, W. F.: ACTH and Cortisone in Diseases of 
the Skin, New England J. Med. 245: 359-363 (Sept. 6) 1951. (d) Frazier 
C. N.; Lever, W. F., and Keuper, C. S.: Response of Patients with 
Malignant and Benign Pemphigus to Adrenocorticotropic Hormone and 
Cortisone, Am. J. M. Sc. 222: 308-312 (Sept.) 1951. (e) Kierland, R. R.: 
O’Leary, P. A.; Brunsting, L. A., and Didcoct, J. W.: Cortisone and 
Corticotropin (ACTH) in Dermatology, J. A. M. A. 148: 23-26 Gan. 5) 
1952. (f) Cannon, A. B., and others: Pituitary Adrenocorticotropic Hor- 
mone (ACTH) and Cortisone in Diseases of the Skin: Pemphigus Vulgaris 
and Other Bullous Dermatoses, ibid. 145: 201-206 (Jan. 27) 1951 
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weeks, and a complete remission ensued, which lasted for two 
months, during which time no corticotropin was given. However, 
a generalized bullous eruption appeared again in October, 1950, 
at which time hospitalization for intravenous administration of 
corticotropin, 40 to 80 units per day, was briefly required to 
control the disease. From October, 1950, to date, continuous 
daily injections of corticotropin have been given to control the 
disease (fig. 2). All attempts to lower the dosage beyond a vari- 





Fig. 1.—Case 1. A, before corticotropin therapy. B, two months after 
Start of corticotropin therapy. 


able minimum have resulted in the appearance of new crops of 
blisters. In September, 1954, because of two months’ continuous 
uterine bleeding, a total hysterectomy and bilateral salpingec- 
tomy and oophorectomy were performed. The patient was at this 
time receiving daily intramuscular injections of 25 units of 
corticotropin. The dosage of corticotropin was not changed, and 
no additional injections of cortisone or hydrocortisone were given 
either before, during, or after the operation. Examination of the 
removed organs revealed normal ovaries and tubes and benign 
cystic hyperplasia of the endometrium. Intermittent checks of 
the serum electrolytes, urine, and peripheral blood revealed no 
significant abnormalities. Roentgenograms of the cervical, 
thoracic, and lumbar spine, in December, 1954, showed minimal 
osteoporosis. Except for the cutaneous lesions, repeated physical 
examinations revealed no significant abnormalities. The patient 
is now receiving daily injections of corticotropin, has only 
occasional blisters, and is well and active. 

Cast 3.—A 71-year-old retired male carpenter was perfectly 
well until 1948, when he first developed a few blisters on the 
scalp and upper trunk. Occasional blisters continued to appear 
during the next two years until May, 1950, when he came under 
observation with a generalized bullous eruption. There were 
numerous flaccid blisters, 0.5 to 5 cm. in diameter, or a non- 
erythematous base distributed over his face, arms, legs, and 
trunk. The Nikolsky sign was positive. The Tzanck test and the 
microscopic appearance of the lesions were characteristic of 
pemphigus vulgaris. In spite of sulfapyridine and acetarsone 
therapy, the patient’s condition deteriorated until approximately 
40% of his body surface was covered with large flaccid blisters 
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and erosions and he appeared moribund. Corticotropin therapy, 
80 units per day given intramuscularly, was started at this time, 
The response was immediate and dramatic, but frequent, tran- 
sient exacerbations that required large fluctuations in the dosage 
of corticotropin necessitated his hospitalization until August, 
1950. From that time to date he has never been free of occa- 
sional blisters and has needed continuous corticotropin therapy 
to adequately control the disease (fig. 3). From June, 1952, to 
January, 1955, he has been given 60 units of corticotropin every 
third day. All attempts to lower this dose have resulted in the 
immediate appearance of crops of blisters. He has not developed 
porcine facies or pitting edema, and there have been no sig- 
nificant abnormalities in the serum electrolytes, peripheral blood, 
or urine. Roentgenograms of the cervical, thoracic, and lumbar 
spine in December, 1954, showed only minimal osteoporosis. 
Repeated physical examinations have been essentially negative, 
except for the cutaneous lesions. The patient has gained 35 |b. 
(15.9 kg.) since corticotropin therapy was started. However, he 
complains of a large appetite, and, in view of the fact that he 
has no evidence of fluid retention, the gain in weight probably 
represents fat deposition. 


Case 4.—A 62-year-old woman first developed blisters on her 
arms and trunk in August, 1950. Except for occasional blisters, 
she remained in good health until June, 1951, when a generalized 
bullous eruption occurred. The clinical and microscopic appear- 
ance of the lesions were characteristic of pemphigus vulgaris. 
Acetarsone therapy was started at this time, with resultant par- 
tial control of the lesions. In September, 1951, the patient was 
hospitalized because of an acute flare-up of the cutaneous 
lesions. After two months of heparin therapy her skin again 
became clear, except for a few isolated blisters. In May, 1952, 
she was again hospitalized because of a severe generalized 
bullous eruption. About half of her body surface was covered 
with large flaccid blisters and erosions. The Nikolsky sign was 
positive. New blisters continued to appear, her general condition 
deteriorated, and she appeared moribund. Corticotropin therapy, 
80 units a day given intramuscularly, was started at this time. 
No new blisters appeared, and the old ones healed within three 
weeks. In order to control the blister formation daily injections 





Fig. 2.—Case 2. A, before corticotropin therapy. B, three years after 
beginning corticotropin therapy. 


of corticotropin were necessary until October, 1952, at which 
time a spontaneous remission occurred. From October, 1952, 
to October, 1953, except for an occasional blister, her skin 
remained clear without corticotropin or any other therapy 
However, a generalized bullous eruption again occurred in 
October, 1953, and from that time to date she has required dail\ 
intramuscular injections of corticotropin, 20 to 80 units pe 
day. Repeated physical examinations have been negative, excep 
for the cutaneous findings. She has developed no abnormalitie 
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of serum electrolytes or fluid balance. Roentgenograms of the 
cervical, thoracic, and lumbar spine in October, 1954, revealed 
only minimal osteoporosis. 

Case 5.—A 73-year-old white widow first noticed soreness of 
her mouth and throat in May, 1950. She was treated by her 
physician with local applications, antibiotics, and vitamin 
preparations without relief. In September, 1950, blisters ap- 
peared bilaterally in the inguinal and labial areas. The lesions 
were from 0.5 to 3.0 cm. in diameter, flaccid, and left oozing, 
painful, eroded areas after they had ruptured. The Tzanck test 
showed the cytological changes of pemphigus vulgaris. Micro- 
scopic and clinical characteristics of the lesions supported this 
diagnosis. The patient was hospitalized, and, after a month of 
acetarsone and local therapy, all lesions healed and a remission 
of three months ensued, during which time no treatment was 
given. In January, 1951, there was a severe recurrence of mouth 
and groin lesions and corticotropin therapy was started, 12.5 
units per day given intramuscularly. The truption healed within 
a month, after which the dose was reduced to 12.5 units given 
intramuscularly three times per week. The patient continued to 
be relatively free of lesions, except for erosions in the mouth. In 
September, 1951, a week after the dose had been reduced to 25 
units once a week, another severe flare-up of the mouth, groin, 
and perianal lesions occurred. This was successfully controlled 
by a dosage increase of 30 units daily. The lesions have been 
under control since September, 1951, except for two 10-day to 
14-day periods during which extensive, acute, bullous eruptions 
appeared in the mouth, groin, and perianal areas. These were 
successfully managed by increasing the amount of corticotropin 
10 to 20 units per day. Since the last exacerbation in June, 1953, 
her optimal dose has varied between 34 and 50 units per day. 
Repeated laboratory tests of serum electrolytes, urine, and 
peripheral blood have been normal, and no evidence of compli- 
cations due to prolonged corticotropin administration has been 
observed. Physical examinations have revealed no abnormalities 
other than the cutaneous lesions. 


Comment 


As can be seen from the case presentations of the pa- 
tients managed with corticotropin for long periods of 
time, there were no serious disturbances of serum elec- 
trolytes, fluid balance, blood pressure, osseous system, 
gastrointestinal tract, or resistance to infection. One pa- 
tient (case 1) developed a transient psychosis while re- 
ceiving high doses of corticotropin. Later the classic 
signs of multiple sclerosis appeared in this man, though 
it was thought that the corticotropin had nothing to do 
with the multiple sclerosis. It is of interest that this pa- 
tient remained free of gastrointestinal symptoms in spite 
of a previous history of duodenal ulcer with perforation. 
For the past three and one-half years all patients have 
been treated with a long-acting corticotropin prepara- 
tion. Maintenance doses have varied from 15 to 80 units 
per day. Injections have been given daily, every other 
day, or three times weekly, depending upon the individ- 
ual response. Continuous experimentation was necessary 
to establish the minimum maintenance dose, namely, 
that with which the patient developed only occasional 
blisters. The average daily dose of corticotropin, as fig- 
ured from the entire period of therapy, has been from 
26 units (case 3) to 41 units (case 2). The total dosage 
given to patients managed for over two and one-half 
years extended from 29,000 units (case 4) to 61,000 
units (case 2). The administration of the drug has been 
at almost all times on an outpatient basis. Monthly visits 
to the clinic have been sufficient to maintain satisfactory 
supervision. In most instances a member of the patient’s 
fumily has been trained to give the injections of cortico- 
(opin, and in others a visiting nurse has given them. 





PEMPHIGUS VULGARIS—STOUGHTON 1013 





Relatively lower doses of corticotropin have been re- 
quired to control pemphigus vulgaris than other sys- 
temic diseases with cutaneous manifestations such as 
lupus erythematosus and bullous erythema multiforme. 
Also, the side-effects of corticotropin in the control of 
pemphigus vulgaris have been minimal as compared with 
those resulting from the control of other cutaneous dis- 
eases. Though the small number of side-effects in pem- 
phigus patients might have been due to the lower doses 
needed, the degree of tolerance they showed was nonethe- 
less surprising. Three of the five patients were given 2 to 3 
gm. of potassium chloride daily during the entire period 
of therapy; however, two of the patients (cases 3 and 5) 
have not been give potassium in any form for the past 
two years and have had no disturbances of serum electro- 
lytes or fluid balance. None of the nine patients has had 
any significant elevation of blood pressure over the base 
line established prior to corticotropin therapy. Except 
for one patient (case 3), none of the nine patients ex- 





Fig. 3.—Case 3. A, before corticotropin therapy. B, four years after 
beginning of corticotropin therapy. 


perienced any significant weight gain. In many patients 
the intensity of the disease remained constant for pe- 
riods of one to three years and very little change in the 
dose of corticotropin was needed to control the blister 
formation. On the other hand, all patients, at one time 
or another, experienced exacerbations that required 
greatly increased doses of corticotropin for control. The 
exacerbations usually subsided within four to five weeks 
Also, all of the patients experienced remissions during 
which no corticotropin was needed. These remissions 
were infrequent and usually lasted less than three months 
In four patients (cases 1, 2, 3, and 5) there has not been 
a single remission since 1951. In one patient (case 4) 
one of the remission periods lasted for a year. We have 
not yet observed a patient with pemphigus vulgaris in 
whom suppression of blister formation has not been pos- 
sible with corticotropin. 

It is quite obvious that corticotropin suppresses blister 
formation in cases of pemphigus vulgaris without per- 
manently eradicating the basic etiological agent of the 
disease. Corticotropin seems to maintain its effect 
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against the blister formation indefinitely with the relative 
constancy of dosage, suggesting that there is no develop- 
ment of resistance to its beneficial effects. Also the latent 
severity of the disease while the patient is under cortico- 
tropin control does not seem to change much with time 
but remains fairly constant, as evidenced by the relative 
uniformity of the maintenance dose for prolonged periods 
of time. These cases do, however, illustrate the fact that 
pemphigus vulgaris has its spontaneous remissions and 
exacerbations in spite of continuous therapy. Al- 
though some of these patients have been treated con- 
tinuously with corticotropin for over three years without 
intermittent cortisone or hydrocortisone substitution, 
there has been no evidence of failure of the adrenal 
glands to respond. It is of interest that one patient (case 
2), after four years of continuous corticotropin therapy, 
underwent a major operation without complication while 
her regular maintenance dose of corticotropin was con- 
tinued and no additional cortisone or hydrocortisone was 
given. All of these patients, with the exception of one 
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(case 5), were at one time moribund and almost cer- 
tainly would have died if corticotropin had not been 
available to them. Except for one patient, who died 
early in the course of therapy with a coronary thrombosis, 
and another, who is incapacitated with multiple sclerosis, 
all of these patients are well and leading useful active 
lives. 
Summary 

Nine patients with pemphigus vulgaris have been suc- 
cessfully mar aged with corticotropin (ACTH). Five of 
these patients have been treated with corticotropin for 
one and a half to four and a half years. Side-effects from 
corticotropin have been surprisingly minimal, and con- 
trol of blister formation has been excellent. Except for 
an occasional need of hospitalization, supervision of cor- 
ticotropin therapy has been accomplished on an outpa- 
tient basis. Adequate control of pemphigus vulgaris with 
corticotropin for indefinite periods of time seems entirely 
possible. 


950 E. 59th St. (37). 





PHOTOGRAPHING TUMORS OF THE UTERINE CANAL IN PATIENTS 


William B. Norment, M.D. 


C. Henry Sikes, M.D., Greensboro, N. C. 


Photographing the uterine canal in a patient is pos- 
sible by the attachment of an endoscopic camera to a 
water hysteroscope. Practically all hollow viscera and 
apertures of the body have previously been photo- 
graphed in either black and white or color film, with the 
exception of the uterine canal. Since the uterine canal 
is more frequently the site of lesions than any other 
hollow viscus of the body, we believe that photographs 
of the cervical canal and the uterine canal would dem- 
onstrate (1) endometrium in its different phases during 
the menstrual cycle and (2) benign anc malignant 
tumors of the uterine canal that vary in appearance 
from those seen in the specimen. At present, it is pos- 
sible to photograph, in either black and white or color 
film, the cervical canal, the internal os, the endometrium, 
the opening of the fallopian tubes including the cornu, 
and the cornua themselves by the attachment of an endo- 
scopic camera to the end of a water hysteroscope (fig. 
1). The value of such photographs is ivofold; first, in 
having colored films of the various benign and malig- 
nant tumor of the uterine canal as seen in a patient and, 
second, in having photographs of the canal (fig. 2) that 
will more easily explain to the beginner in hysteroscopic 
examinations what to expect when he visualizes the 
uterine canal through the hysteroscope. The operator, 
who, in the beginning, uses the water hysteroscope with 
direct vision of the uterine canal is often confused by 
the variations of the normal endometrium, which 





Read before the Section on General Practice at the 104th Annual 
Meeting of the American Medical Association, Atlantic City, June 8, 1955. 

The hysteroscope described in this study was manufactured by the 
National Electric Instrument Co., Elmhurst, Long Island, N. Y. 

The camera described in this study was manufactured by the American 
Cystoscope Makers, Inc., New York. 


¢ Valuable diagnostic information about the cer- 
vical canal and the cavum corporis uteri can be 
obtained by direct inspection with a water hystero- 
scope. Photographs can be made by attaching an 
endoscopic camera. 

Water, under pressure controlled by gravity, is 
allowed to flow freely into the hysteroscope on the 
right side, to circulate in the lumen of the uterus, 
and to flow out on the left side. When an observa- 
tion is to be made, the outflow on the left side is 
interrupted momentarily. It is possible to visualize 
the two cornua up to the openings of the uterine 
tubes. 

The first photographs of the interior of the 
uterus have been made in this way. The technique 
has been used for seven years without ensuing 
complications. 





changes in color and size during the various stages o! 
the menstrual cycle. Photographs of these different 
stages of normal endometrium will show him what to 
expect under direct visualization. The benign tumors 
that are most often found in the uterine canal and photo- 
graphed are the endometrial polyps and submucosal 
leiomyomas. These tumors, when seen through the hys- 
teroscope, have an entirely different appearance than 
when seen in the specimen, and photographs of the 
benign tumors and carcinoma in the endometrium of 
the patient will aid greatly in the study of such growths. 
Endometrial carcinoma seen through the water hystero- 
scope does not have the appearance as seen when re- 
moved with a curet. Often endometrial carcinoma seen 
directly in a patient is a shrimp-like color, rather than 
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ine grayish-white seen when it is removed with a 
curet. Through direct visualization and photographs of 
the uterine canal, the importance of not relying on a 
curet for diagnostic purposes in the patient with uterine 
bleeding is emphasized—much pathology is missed with 
such a procedure. 
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is essential to accurate photographing of the uterine 
canal. The technique of direct visualization by the hys- 
teroscope has been described previously * but varies 
somewhat when photography is employed. The patient 
is usually prepared in a manner similar to a curettage 
preparation. An opiate is given one hour before surgery, 
and usually thiopental (Pentothal) so- 
dium anesthesia is used. The cervix is 
grasped with a tenaculum and dilated 
with Hegar sounds, after which a 
Goodell dilator is used. The outer 
sheath of the hysteroscope is then in- 
serted, and the obturator is removed 
After the obturator is removed—the 
sheath being just beyond the internal os 
—the lens system is inserted for direct 
visualization of the uterine canal. The 
light attachment is connected to a four- 
cell battery, and a reservoir of water is 
elevated above the level of the patient 

similar to a cystoscopic examination 
—and is attached to the hysteroscope 
on the right side. Water is then allowed 
to flow freely into the hysteroscope on 
the right side. The water circulates in 
the uterine canal and leaves on the left 
of the hysteroscope (fig. 3). By this 
washing of the canal, direct visualiza- 


Fig. 1.—Photographs made by attaching an endoscopic camera to the end of a water hysteroscope. tion of the canal is made possible A 


A, opening of fallopian tube into cornu. B, normal endometrium. C, carcinoma of endometrium. 


D, endometrial polyp. E£, endometrial polyp. F, submucosal fibroid. 


Photographs of the uterine canal emphasize the im- 
portance of direct visualization of hysteroscopic exami- 
nation in any patient with uterine bleeding. Serosal 
fibroids felt upon bimanual examination are not neces- 
sarily the causative factors of the bleeding, unless these 
fibroids protrude into the uterine canal. It is impossible 
with a curet to always detect a small polyp or submu- 
cosal leiomyoma that is protruding slightly into the 
uterine canal and is acting as a causative factor of the 
uterine bleeding. Many patients with continued uterine 
bleeding found on bimanual examination, serosal fi- 
broids, and a history of repeated curettages have a hys- 
terectomy. After the removal of these uteri, when the 
specimen is opened, if the uterine canal does not show 
any lesions, indicating that the serosal fibroids were not 
the cause of the bleeding, the patient probably had func- 
tional bleeding and the treatment probably should have 
been on an endocrine rather than surgical basis. Since 
the curet is not always accurate in determining whether 
there are lesions in the uterine canal, it would seem that 
direct visualization as used in the study of other hollow 
viscera would be more accurate for diagnostic purposes. 
The Norment hysteroscope, which was first demon- 
strated in 1950,’ has been used for seven years, and no 
complications following direct visualization of the uter- 
ine canal have been noted. 


Technique of Photographing 


In a description of the technique of photographing 
the uterine canal in a patient, it is best to review briefly 
the technique of a hysteroscopic examination, since this 


rapid flow of water removes excessive 
bleeding in the canal that might prevent 
good visualization. After the water has run through the 
hysteroscope for several minutes, thus washing the canal, 
a gloved finger is put over the outlet of the hysteroscope 
on the left to stop the water flow in the canal, permitting 
direct visualization. Since visualization of the uterine 
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Fig. 2.—Composite photograph of uterine canal in a living patient made 


through the hysteroscope. Detailed drawing shows adnexa 


canal through the hysteroscope is not possible when the 
water is flowing freely, it is preferable that it be stopped 
for a few seconds at a time, then the observation is made, 





1. Norment, W. B.: Lens Hysteroscope—Diagnosis of Benign and 
Malignant Lesions of the Uterine Canal, Scientific Exhibit, presented at 
the 99th Annual Meeting of the American Medical Association, San 
Francisco, June 26-30, 1950 

2. Norment, W. B.: (a) Hysteroscope in Diagnosis of Pathological Con 
ditions of Uterine Canal, J. A. M. A. 148: 917-921 (March 15) 1952 
(b) The Hysteroscope, Am. J. Obst. & Gynec. 71: 426-432 (Feb.) 1956 
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after which the water is allowed to flow freely at intervals 
and stopped at intervals for complete examination of 
the entire canal. After the entire uterine canal has been 
seen through the hysteroscope and an area of endo- 
metrium, polyp, submucosal leiomyoma, or carcinoma 
of the endometrium has been selected to be photo- 
graphed, the water flow is stopped and the endoscopic 
camera is attached for photographing the canal. 





Fig. 3.—Sagittal section showing proper position of the hysteroscope in 
uterine canal near internal os. The hysteroscope may be carried up to the 
cornu. From Norment.* 


Various types of cameras may be used so long as they 
have a lens system for vision through the camera and 
hysteroscope at the time the photographs are made. 
Recently we have used the Robot camera, with an endo- 
scopic attachment, since it is simpler to use for this par- 
ticular procedure. The endoscopic Robot camera has 
the outside lens removed, and a periscope (fig. 4) allows 
visualization through the camera and out through the 
hysteroscope and into the uterine canal. A photographic 
image from the uterine canal is transferred back through 
the lens system of the hysteroscope and is then reflected 
through the periscope lens by a mirror. After the endo- 
scopic camera has been attached to the hysteroscope and 
the attachment has been locked, so there will be no 
movement, the camera is rested on a tripod. When the 
exact area to be photographed has been located, the 
small prism that reflects the image through the peri- 
scope is swung out of view and the picture is taken. 
Since this particular camera automatically turns the film, 
it is not necessary to remove the eye from the periscope 
in making multiple exposures of the entire uterine canal. 
An average time exposure, being one-fifth of a second 
for black and white fast daylight film, has to be varied 
according to the size of the uterine cavity and also varied 
according to the color of the endometrium. If the pa- 
tient has a large uterine cavity, more time exposure will 
be needed, since the light is less concentrated than in a 
smaller uterine cavity. If the patient, whose uterine 
cavity is to be photographed, is bleeding rather pro- 
fusely, the endometrium will be dark red in color and 
will not reflect light as well as it will in the patient who is 
bleeding less. Under both circumstances, one-half a 
second time exposure is preferable for any given area of 
the cavity. 


In selecting a camera, it should be kept in mind tha: 
its lens system as ordinarily used is not used in this pro- 
cedure, since the lens in the hysteroscope serves this 
purpose. The camera acts more as a unit to turn the film 
rather than as a magnifying system. It is essential, in any 
type of camera used, that a focus attachment be used 
with a system to enable visualization of the area to be 
photographed, rather than to photograph blindly. Many 
cameras are not adapted for endoscopic photography, 
and, when the outer lens is removed for attachment of 
the camera to the hysteroscope, the view finder is of no 
value. Moving the hysteroscope back and forth for a 
proper focus and then frequently allowing water to run 
in the uterine cavity through the hysteroscope, to be sure 
that the cavity is entirely clear of blood, are essential 
for good clear photographs. During actual exposure, 
water supply should be cut off on the left, as vision is 
not clear when water is flowing in the uterine canal. 

For color film, it is necessary that the time exposure 
be from three to four seconds, rather than the shorter 
period used with black and white film. It is also neces- 
sary to use a tripod in making color or black and white 
photographs, since, with this long an exposure, the slight- 
est movement will result in a photograph that is not 
sharp. We have not used a timer, which would greatly 
accentuate the light at the time of exposure and would 
probably be advisable with color photographs, as it 
would reduce the time of exposure. 





Fig. 4.—Camera set-up used for photography of the uterine canal. 


The selection of a tripod is important for good photo- 
graphs. The tripod that we use is easily manipulated, is 
out of the way of the buttocks of the patient, and has a 
stage that may be manipulated with ease according to the 
level of the table, without having to adjust the legs of 
the tripod. Once the legs of the tripod are adjusted, any 
changes in the height or movement of the stage are 
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made entirely by a lever device rather than by disturb- 
ing the legs of the tripod, and, in this way, much time 


js saved and a more steady camera rest is insured. 


Summary 


The first photographs of the uterine canal in a patient 
have been made by attaching an endoscopic camera to 
a water hysteroscope. Since the uterine canal is more 
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susceptible to lesions than any other hollow viscus, it 
would seem that photographing the uterine canal should 
be encouraged. Direct visualization by hysteroscopic ex- 
amination is a much more accurate method of determin- 
ing whether a uterus should be removed in patients with 
uterine bleeding or whether the bleeding should be 
treated on an endocrine basis. 


Jefferson Building (Dr. Norment). 





EMERGENCY AND DEFINITIVE TREATMENT OF BLEEDING 
ESOPHAGEAL VARICES 


Robert R. Linton, M.D. 


Daniel S. Ellis, M.D., Brookline, Mass. 


Hemorrhage from esophageal varices is one of the 
common sources of upper gastrointestinal bleeding, and 
it is frequently the cause of death in patients with portal 
cirrhosis of the liver. Welch and co-workers * in 1954 
reported an incidence of 32% from this cause in a series 
of 269 patients with massive upper gastrointestinal hem- 
orrhage treated at the Massachusetts General Hospital. 
Atik and Simeone * in 1954 also reported an incidence of 
23% in a series of 296 patients with this type of hemor- 
rhage treated at the Cleveland City Hospital and stated 
that the patients with bleeding esophageal varices ac- 
counted in part for the high mortality in their series of 
cases. The seriousness of esophageal hemorrhage in 
patients with cirrhosis of the liver has been recognized 
for many years. Patek,* Nachlas,* and Shull * have each 
demonstrated recently that, in three different medical 
centers, when medical measures alone were used, the 
mortality rate in patients with cirrhosis of the liver after 
the first hemorrhage from esophageal varices was approx- 
imately 50% during the first year. The major causes of 
death in these cases were (1) exsanguinating hemorrhage 
and (2) liver failure, in many cases precipitated by 
esophageal bleeding. 


Emergency Treatment 


The treatment of a patient with cirrhosis of the liver 
who suddenly develops severe and almost exsanguinating 
hemorrhage from esophageal varices is a problem that 
presents itself in many hospitals. The emergency treat- 
ment of this severe type of bleeding deserves special at- 
tention because of the high mortality among the patients 
with this condition. The following statistics, collected at 
the Massachusetts General Hospital in the five-year pe- 
riod from 1946 to 1950, inclusive, reveal an appalling 
mortality rate in patients with acute severe bleeding, 
whom it was impossible to prepare for the extensive sur- 
gical procedure of constructing some type of portacaval 
shunt. During this period, 93 patients were admitted to 
the hospital because of bleeding esophageal varices. 
Twenty-eight, or 30%, had an extrahepatic type of 
pertal bed block, and 65, or 70%, had an intrahepatic 
tyne secondary to portal or biliary cirrhosis. There were 
no deaths in the extrahepatic group despite severe hem- 
orrhages in many, and it was possible also to construct 


¢ Bleeding esophageal varices were the cause of 
93 hospital admissions during a five-year period. 
The vascular impediment was extrahepatic in 28, 
and in this group there were no deaths; there were 
severe hemorrhages, but in most instances a satis- 
factory portacaval shunt was established. The im- 
pediment was intrahepatic in 65 patients, and 32 of 
these died; portacaval shunts were possible only 
in 33. 

When the diagnosis of bleeding from esophageal 
varices is clear, tamponade by intragastric balloon 
has been effective; emergency suture of the varices 
has then been done in 20 cases through a trans- 
pleural transesophageal incision. Thereafter it has 
been possible to prepare the patients for some type 
of shunt operation. Various portacaval shunts have 
been established or attempted in 13] patients in 
10 years, with extremely encouraging results. Sple- 
norenal anastomosis, done in 83 cases, is feasible 
if the spleen has been enlarged but impossible if 
there has been a splenectomy. Direct portacaval 
anastomoses were made in 36 cases. 

Eleven patients with extrahepatic portal bed 
block and 52 with cirrhosis of the liver have resumed 
full-time work after the establishment of spleno- 
renal or direct portacaval shunts. 





some type of satisfactory portacaval shunt in the ma- 
jority of this group. Portacaval shunts were performed 
in only 33, or 51%, of the patients with an intrahepatic 
block, and the other 32, or 49%, died either directly or 
indirectly from esophageal hemorrhage while attempts 
were being made to prepare them for shunt surgery. 





From the departments of surgery and medicine of the Massachusetts 
General Hospital, Boston. 

Read before the Section on Surgery, General and Abdominal, at the 
104th Annual Meeting of the American Medical Association, Atlantic 
City, June 8, 1955. 

1. Welch, C. E.; Allen, A. W., and Donaldson, G. A.: Surgical Man- 
agement of Massive Acute Upper Gastrointestinal Hemorrhage, New 
England J. Med. 252:921, 1955. 

2. Atik, M., and Simeone, F. A.: Massive Gastrointestinal Bleeding 
Study of 296 Patients at City Hospital of Cleveland, A. M. A. Arch 
Surg. 69: 355 (Sept.) 1954. 

3. Patek, A. J., Jr., and others: Dietary Treatment of Cirrhosis of 
Liver: Results in 124 Patients Observed During a 10 Year Period, J. A 
M.A. 138: 543 (Oct. 23) 1948. 

4. Nachlas, M. M.; O'Neil, J. E., and Campbell, A. J. A.: Life History 
of Patients with Cirrhosis of Liver and Bleeding Esophageal Varices, 
Ann. Surg. 141: 10, 1955. 

5. Shull, H. J.: Personal communication to the authors 








* 


. 


a ee 


® *y +rs oer YY? 
£tes 2eeu as ttt S8Lrs 
er werr 


ta See gt PT tea ee 
ee: 


s 


e778 2 


2 ety we 


Teewt wr Te Veit Ff 


1018 ESOPHAGEAL VARICES—LINTON AND ELLIS 


Exsanguination was the cause of death in 23, or 72%, 
of these cases, and in the other 9, or 28%, it was a 
major contributing factor in their deaths, due to liver 
failure (table 1). 

Many emergency surgical methods of treatment have 
been advocated for this condition, but for the most part 
they have been ineffectual or have carried too high an 
operative mortality to warrant their use. These includ 
(1) interruption of the splenic artery, (2) interruption 
of the hepatic and splenic arteries, (3) injection of the 
esophageal varices with a sclerosing solution, (4) esoph- 
agogastrectomy, and (5) total gastrectomy. Gastro- 
esophageal tamponade, with an intragastric balloon,* 
has proved, however, a most effectual method for the 
temporary control of the bleeding. A two-lumen tube 
with a single balloon that is inserted into the stomach is 
recommended. After the balloon has been placed within 
the stomach, it is inflated with air to approximately 15 
cm. in diameter. Cardioesophageal tamponade is then 
obtained by a kilogram of traction on the end of the tube. 
By this means, it is possible to collapse the venous chan- 
nels in the submucosa of the cardia and immediately stop 


TABLE |.—Causes of Death in Thirty-Two Patients with Bleeding 
Esophageal Varices Treated by Conservative 
Methods, 1946-1950 


Intrahepatic * 


i — — 
Causes of Death No. % 

Brenmetmating NOMOTIRAPE. ..........ccccccsccccecevcce 3 > 
Hemorrhage with secondary liver failure............. 4 13 
Liver failure with slight hemorrhage................. 5 15 
Es cicdbidcusddbonesdlkeaweuseveretaecnscuees 32 100 





* There were no deaths in patients with the extrahepatic type. 


the bleeding from the esophageal varices, since the blood 
entering them comes from the large gastric submucosal 
venous plexuses. This method of emergency control of 
the bleeding has proved to be a lifesaving procedure in 
many cases, but unfortunately it is too temporary, be- 
cause, when the tube and balloon are removed, hemor- 
rhage frequently recurs. It should be remembered also 
that the method is dangerous if the tamponade is main- 
tained for more than 24 hours, because ulceration and 
perforation of the esophagus with death have been ob- 
served. 


Recommended Plan of Emergency Treatment for 
Severe Esophageal Hemorrhage 


All patients with severe upper gastrointestinal hem- 
orrhage should be admitted immediately to a hospitai. 
After the patient's condition is stabilized, with blood 
transfusions, if necessary, a roentgenogram of the esoph- 
agus and stomach should be obtained with use of a 
small amount of barium suspension to help determine 
the source of the bleeding. When it is done carefully, no 
serious harm will result from this procedure and ex- 
tremely valuable information may be obtained. If eso- 
phageal varices are demonstrated in the absence of any 
other cause of bleeding, it is usually proof that they are 
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the source of the bleeding. If the hemorrhage continues, 
the next step is to institute cardioesophageal tampona le 
by the use of an intragastric balloon. This procedure, in 
addition, is useful to confirm the diagnosis of bleeding 
esophageal varices, since, with it, it should be possible 
to control the hemorrhage immediately, whereas if the 
bleeding is from a gastric or duodenal lesion the balloon 
tamponade will not control it. Once this bleeding is con- 
trolled, the next step, unless the patient is in a state of 
impending liver failure, is to prepare the patient for 
an emergency suture of the esophageal varices done 
through a transpleural transesophageal exposure. In the 
majority of patients it is possible to restore the blood 
volume to normal with multiple transfusions within an 
hour or two, since, with the balloon properly applied, no 
further bleeding will occur. It is recommended that the 
operative procedure be carried out at this time, rather 
than after waiting to see if bleeding will recommence 
when the tube is removed (in 24 or 48 hours), which not 
infrequently occurs; when this does happen, the patient 
is usually in a much worse condition to withstand surgery 
of this magnitude. 

For this emergency procedure the anesthetic agent of 
choice is cyclopropane, administered by a well-qualified 
anesthetist, with use of an endotracheal cuff tube to 
prevent aspiration of regurgitated blood and gastric 
secretions, which is inserted after local cocainization of 
the pharynx and larynx. With the patient in the right 
lateral decubitus position, the left pleural space is opened 
by a subperiosteal resection of the seventh rib; the esoph- 
agus and the upper portion of the cardia of the stom- 
ach are exposed by incising the parietal pleura and the 
diaphragm at the esophageal hiatus. A 5 cm. longitudinal 
incision is made equally in the esophagus and stomach 
to expose the varices, and not infrequently the bleeding 
source is found. The varices are sutured with 00 chromic 
absorbable surgical (gut) sutures on an_ intestinal 
Atraumatic needle with an over-and-over type of stitch.’ 
As a rule, two or three columns of these blood vessels 
are isolated and treated in this manner, the suturing being 
carried well down to include the gastric submucosal 
veins, because it is these blood vessels that drain into 
the esophageal varices. The longitudinal esophagogastric 
incision is closed transversely with three rows of fine 
interrupted nonabsorbable surgical (silk) sutures; the 
diaphragmatic and thoracic incisions are closed in the 
routine manner. Penicillin and streptomycin are admin- 
istered both preoperatively and postoperatively. 

During the past five years an emergency transpleural 
transesophageal suture of bleeding esophageal varices has 
been performed in 20 patients with an intrahepatic type 
of block as a lifesaving measure and also to control the 
esophageal bleeding so that they could be prepared for 
shunt surgery. There were two deaths directly attributa- 
ble to the operative procedure, an operative mortality 
rate of 10%. It was possible to construct a splenorena! 
or a direct portacaval shunt at later dates in 15, or 75%, 
of these patients. One of the other three patients died 
of liver failure within one month, before a shunt 
could be performed; another survived 15 months the 
died of liver failure, as her condition never improved 
sufficiently to warrant attempting a shunt; in the third 
patient recurrent hemorrhage developed in approx! 
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mately five weeks, before his condition had improved 
sufficiently to perform a shunt. A partial gastrectomy 
was done, following which he died. 

It is difficult to state accurately how many of these pa- 
tients’ lives were saved at the time of acute hemorrhage 
by suturing the esophageal varices, but the survival of 
15, or 75%, so that shunts could be performed, is 
a tremendous improvement over the expected 30 to 
40% survival rate, if conservative measures alone are 
used, as shown by our statistics before this type of pro- 
cedure was instituted (table 1). 


Portacaval Shunt Procedures 


Some type of portacaval shunt has been performed or 
attempted in 131 patients (all but one of whom were 
admitted to the Massachusetts General Hospital) by one 
of us (R. R. L.) from 1945 through 1954. The results 
obtained with the successful shunts have been extremely 
encouraging, as shown in the following statistical analy- 
sis. They demonstrate without question at this time that 
every patient who has bled from esophageal varices 
should be considered a candidate for some type of porta- 
caval shunt rather than any other operative procedure 
or method of therapy. There were 25 patients, or 19%, 
with an extrahepatic portal bed block and 106, or 81%, 
with an intrahepatic block secondary to cirrhosis of the 
liver. There were 72 males, or 55%, and 59 females, or 
45%. Ages ranged from 6 to 73 years. A total of 141 
operative procedures were carried out on these 131 pa- 
tients; 124 of these were shunts that were performed in 
120 of the patients, and the other 17 procedures were 
unsuccessful attempts to construct shunts in 11 patients 
(table 2). 

There were 83, or 67%, end-to-side splenorenal 
shunts with splenectomy and 36, or 29%, direct anas- 
tomoses between the portal vein and the inferior vena 
cava. Thirty-two, or 89%, of the latter were end-to-side, 
and 4, or 11%, were side-to-side anastomoses. Five 
other patients, or 4%, had other types of shunts, since 
it was either impossible to construct a splenorenal shunt, 
because a splenectomy had been previously performed, 
or the portal vein, because of its pathological condition, 
could not be utilized for a direct portacaval anastomosis. 
These have been termed “makeshift” shunts because of 
the poor results obtained with them in controlling bleed- 
ing esophageal varices, as only two of them have proved 
of value. These were (1) an anastomosis between the 
proximal end of the superior mesenteric vein, after it was 
divided at the base of the small intestine mesentery, and 
the inferior vena cava in one patient and (2) in another, 
an anastomosis between the proximal end of an enlarged 
coronary vein, after it was divided, and the inferior vena 
cava. The others, in which the inferior mesenteric vein, 
as the portal venous tributary, was anastomosed to the 
left ovarian vein in one patient and to the left adrenal 
vein in the other one, proved of no value in controlling 
the esophageal hemorrhages, and so they are no longer 
attempted. The fifth patient in this small group died of 
liver failure approximately one week after a superior 
mesenteric inferior vena cava shunt was performed. In 
general, then, it can be stated that these “makeshift” 
shunts have a limited value, and none is as satisfactory as 
a splenorenal or a direct portacaval shunt. 
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There were 25 patients with an extrahepatic portal 
bed block; 20 shunts were performed in 19 of them, and 
shunts were attempted but not completed in the other 7. 
The number of 25 patients is smaller than in previous 
publications because a reclassification of our cases ac- 
cording to liver-function tests, liver biopsies, and the 
gross appearance of the liver has revealed that some of 
the cases previously classified as extrahepatic should 
have been placed in the intrahepatic group. It was neces- 
sary to perform a secondary direct portacaval anasto- 
mosis in one patient because of failure to control eso- 
phageal bleeding after the construction of an anastomosis 
of the inferior mesenteric to the left adrenal vein. Four- 
teen, or 70% , were end-to-side splenorenal anastomoses; 
3, or 15%, were direct portacaval anastomoses, and 3, 
or 15%, were the “makeshift” types, in two of which the 
patients had been previously splenectomized. It was 
not possible to construct any type of shunt in the seven 
other patients, or 27% , of the group because a previous 
splenectomy also had been performed in four, or 57%, 
of them and diseased splenic and portal veins were found 
in 4he other three patients. The larger number of 


TABLE 2.—Types of Portacaval Shunt Procedures in 131 
Patients, 1945-1954 (Inclusive) 


Extra Intra 
Type of Shunt hepatic hepatic rotal 


Splenorenal... —— 13 70 x 
Direct portacaval..... ‘ 3 33 
“Makeshift’’..... 3 
Attempted shunts 1? ) 7 
ee 1 tL 141" 
* There were 10 more procedures than patients because 4 patients had 
both splenorenal and portacaval shunts, and 17 separate unsuecessful 
attempts were made on 11 patients to construct some type of shunt 
6, or 55%, of these had been previously splenectomized 


splenorenal shunts and the relatively few direct porta- 
caval ones in this type of disease are explained by the 
fact that it is impossible in the majority of patients with 
an extrahepatic portal bed block to isolate the portal 
vein, or, if it can be exposed, it frequently will be so dis- 
eased from a previous thrombophlebitic process that it 
cannot be utilized for a venovenous anastomosis. 

There were 106 patients with an intrahepatic type of 
block secondary to portal cirrhosis of the liver. In this 
group 105 shunts were performed in 102 patients, since 
in 3 of the patients it was necessary to construct sec- 
ondary direct portacaval shunts because the splenorenal 
type had not controlled the esophageal bleeding. Seventy, 
or 67%, were end-to-side splenorenal shunts; 33, o1 
31%, were direct portacaval ones; and in two patients 
an anastomosis was made in one between the superior 
mesenteric vein and the inferior vena cava and in the 
other between the coronary vein and the inferior vena 
cava, because neither the splenic vein nor the portal 
vein could be utilized in them. In the remaining four 
patients the shunts could not be constructed because of 
technical operative difficulties in isolating the splenic and 
portal veins. There were more direct portacaval shunts 
performed on this group for the following reasons: 1. 
The exposure of the portal vein in this type of portal bed 
block is more readily accomplished. 2. The wall and lu- 
men of it are normal in the majority of cases, so that a 
satisfactory anastomosis can be obtained. 3. The shunt 
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is the most readily constructed of any. 4. It pre- 
vents esophageal bleeding more effectively than the 
other shunts, because it reduces the portal venous hyper- 
tension to a lower level by shunting the portal venous 
blood more completely. As yet, it has not been possible 
to determine definitely which is better, the splenorenal 
or the direct portacaval shunt, in patients with cirrhosis 
of the liver, because the incidence of postshunt bleeding 
is commoner with the former, whereas the early and late 
mortality rates from liver failure are higher with the 
latter. In our clinic, at the present writing, because of 
this higher mortality rate from liver failure with direct 
portacaval shunts, the splenorenal anastomosis is fa- 
vored when it is possible to construct a satisfactory one. 


Splenoportography has not been used in any of these 
patients to determine which type of shunt to construct, 
because it is not without complications,* and in our 
hands the following simple rule has been used and found 
satisfactory in practically all cases: If a patient has an 
enlarged spleen, palpable below the costal margin, or if 
it is demonstrated to be enlarged by a flat abdominal 
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technical operative problems in these types of cases were 
extremely difficult. There were two operative deaths ir: 
this group, a mortality rate of 18%. 


Results of Shunt Procedures 


Since there is in the minds of many of the profession ° 
considerable doubt as to whether portacaval shunts of 
any type prolong the life or reduce the incidence of bleed- 
ing from esophageal varices, it is important at this time 
to appraise our results after utilizing this method of 
therapy for the past 10-year period. In order to do this 
the following study of the operative mortality rate and 
the incidence of postshunt esophageal bleeding has been 
made. 


Operative Mortality—An analysis of our operative 
results reveals that 114, or 87%, of the patients survived 
the shunt procedures and the attempted ones; 17, or 
13%, died directly as the result of the operative proce- 
dures. The mortality rate was highest in the intrahepatic 
group of patients, since in 110 operations there were 16 
deaths, or an operative mortality rate of 15%, while in 


TaBLe 3.—Causes of Early Postoperative Deaths in 140 Operations for All Completed and Attempted Portacaval Shunts in 131 Patients 





Causes of Death 
A 





oe 
Operative 


Liver Esophageal 





Opera- Hemorrhage Failure Hemorrhage Sepsis Total 

Type of Portal tions, : = ~ a = ty 

Bed Block Type of Shunt No. No. % No. % No. % No. % No. % 
Intrahepatic ee errr e 70 3 4 2 3 2 3 2 3 9 13, 
Direct portacaval.............. 33 0 ee 5 15 0 oe 0 5 15. 

idee thee eaxoedseconse 2 0 os 1 50 0 dim 0 ° 1 50 

OS TE 5 1 20 0 we 0 0 1 20 

i ncnguassasancntecnses 110 4 3.6 8 7.3 2 1.8 2 1.8 16 15 

Extrahepatic Ee er 13 0 ae 0 0 0 0 mo 

Direct portacaval.............. 3 0 in 0 ‘i 0 . 0 0 a 

I habehiad- coe ceehedeue ys 3 0 oe 0 0 ee 0 0 oe 

MN + cde viewed aatenies eas 12 1 8 0 0 6s 0 0 ee. 

I i xceeut ceases tiedeus 31 1 3 0 0 0 1 8 
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roentgenogram when not palpable, it will be possible to 
construct a satisfactory splenorenal anastomosis in prac- 
tically all cases, because the splenic vein also will be 
enlarged. Besides 124 shunts done in 119 patients, there 
were 17 unsuccessful procedures to construct splenorenal 
or direct portacaval shunts in 11 patients. The failure to 
establish shunts in these cases was because (1) there 
had been a previous splenectomy in the majority of 
them, which made it impossible to utilize the splenic 
vein, Or (2) the splenic and portal veins could not be 
used because of a previous thrombophlebitis of them. A 
splenorenal shunt was accomplished in one of these pa- 
tients and a direct portacaval one in another at later 
dates, with use of hypotensive spinal anesthesia, but the 
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eal Varices in Hepatic Cirrhosis, A. M. A. Arch. Int. Med. 92: 507 (Oct.) 
1953. Child, C. J., II: The Shattuck Lecture: The Portal Circulation, New 
England J. Med. 252: 837, 1955. Cohn, R.: Skeptical Evaluation of 
Portacaval Anastomosis for Gastrointestinal Hemorrhage in Cirrhosis of 
the Liver, Stanford M. Bull. @: 231, 1951. Ogilvie, H.: Peptic Ulceration 
and Gastrointestinal Hemorrhage, editorial, Surgery 34: 768, 1953. Rip- 
stein, C. B., and Lipton, S.: Varicosity of Cystic Vein: Hazard in Gall 
Bladder Surgery, Ann. Surg. 135: 284, 1952. 

10. Greene, N. M.: Hypotensive Spinal Anesthesia, Surg. Gynec. & 
Obst. 95: 331, 1952. 


31 operations on patients with extrahepatic block there 
was only one death, or an operative mortality rate of 
3%. This increased rate in the former group is ex- 
plained by the fact that these patients are much poorer 
surgical risks because of seriously damaged livers than 
the ones in the extrahepatic group, who have essentially 
normal livers (table 3). These 17 early postoperative 
deaths were in part due to uncontrollable hemorrhage 
from the operative field. This occurred in five cases: in 
three during splenorenal shunts in patients with an 
intrahepatic portal bed block; in one during an attempted 
direct portacaval shunt in a patient with a similar type 
of block; and in another during an attempted splenorenal 
shunt in a patient with an extrahepatic type of block. 
This cause of postoperative deaths fortunately has been 
conquered, as seen in the last five years in 93 operative 
shunt procedures, where it has not been a factor in any 
deaths. The use of one to three fresh blood transfusions 
during the operation to replace in part the blood lost 
and the institution of hypotensive spinal anesthesia,'° ad- 
ministered according to Gillies’ technique, to reduce the 
blood loss during the operative procedure have been im- 
portant measures in the conquest of postoperative deaths 
in shunt procedures. 
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All the remaining deaths occurred in the intrahepatic 
olock group of patients. There were eight deaths from 
liver failure. In 2, or 3%, of 70 splenorenal shunt pro- 
cedures, in 5, or 15%, of 33 direct portacaval anas- 
tomoses, and in 1, or 50%, of the makeshift types of 
anastomoses, the patients succumbed to this complica- 
tion. Severe bleeding from esophageal varices in the early 
postoperative period was the cause of death in 2, or 3%, 
of the 70 patients in the splenorenal group, and sepsis in 
the operative field, perhaps from interference with the 
blood supply of the pancreas, was also the cause of death 
of 2, or 3%, of the patients with splenorenal shunts. 

It is of considerable interest that the majority of the 
operative deaths occurred in the early years of this work. 
From 1945 through 1949, 48 shunt procedues were per- 
formed and attempted, and in this group 10, or 21%, of 
the patients died. During the second five-year period, 
93 shunt procedures were done or attempted, with only 
seven deaths, or an operative mortality rate of 8%, 
which compares well with the mortality rate for other 
operative procedures of a similar magnitude. This re- 
duction in the operative mortality rate, it is believed, is 
the result of a number of factors, which include (1) a 
more careful preparation of patients with severely dam- 
aged livers; (2) the control of severe esophageal hemor- 
rhage by an emergency operation to suture the esophageal 
varices, as described above; (3) the utilization of fresh 
blood transfusions during the operation to combat the 
hemorrhagic diathesis that may develop during the opera- 
tive procedure; (4) the utilization of hypotensive spinal 
anesthesia to reduce the operating time and the incidence 
of operative hemorrhage; and, finally, (5) the perfection 
of the technique for this type of surgery, which without 
question has been a factor in lowering the mortality rate 
in recent years. 


Postshunt Esophageal Bleeding.—In order to deter- 
mine whether portacaval shunts will prevent bleeding 
from esophageal varices, it is important to determine if 
they have controlled the bleeding in those patients who 
bled from varices prior to the shunt procedures. The 
following analysis of our results, it is believed, demon- 
strates without doubt that a properly constructed spleno- 
renal or portacaval shunt will prevent recurrent eso- 
phageal bleeding in the majority of patients. This method 
of treatment has been carried out in our clinic primarily 
for this purpose and not for the treatment of ascites 
alone. Shunts were performed or attempted in 126, or 
97% , of the patients for the definitive treatment of bleed- 
ing esophageal varices, whereas only 5 patients, or 3%, 
had them constructed as a prophylactic measure. These 
patients had large esophageal varices, but they had not 
bled. The results in this latter group do not help deter- 
mine the efficacy of portacaval shunts, because one pa- 
tient died immediately after operation of uncontrollable 
hemorrhage in the operative field; another died five 
months after operation of liver failure; two patients, 
followed for one year, were without bleeding (since then 
we have not been able to trace them); and the fifth one 
is alive without bleeding one and one-half years after 
‘he shunt. An analysis of the five patients who had what 
are termed “makeshift” shunts demonstrates that these 
procedures for the most part do not give the answer 
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either, since major bleeding has recurred in two of the 
four patients who survived these procedures in which 
the inferior mesenteric vein was anastomosed to the left 
ovarian vein in one and to the left adrenal vein in the 
other patient. Two other cases are more encouraging, 
since one patient who had a shunt between the superior 
mesenteric vein and inferior vena cava is alive and 
working approximately 10 years after the shunt was per- 
formed. He has had several episodes of minor bleeding, 
but nevertheless he has been greatly improved over his 
preoperative status. The other patient is still doing well 
without bleeding one and one-half years after a shunt 
between the coronary vein and inferior vena cava. The 
fifth patient died a few days after operation of liver fail- 
ure. It is important to point out here that four of these 
five patients had had previous splenectomies, which adds 
further evidence to our opinion and reemphasizes the 
fact that a surgeon must not perform a splenectomy alone 
for the treatment of bleeding esophageal varices, because 
this procedure will preclude the possibility of ever creat- 
ing a Satisfactory portacaval shunt of any type at a later 
date in the great majority of these postsplenectomy bleed- 
ers. This is because the splenic vein is destroyed so that 
a splenorenal shunt cannot be constructed at a secondary 
operation, and frequently, in addition, the portal vein 
either cannot be exposed, or, if it is, it will be found use- 
less for a shunt procedure. Additional evidence to sub- 
stantiate this opinion is the fact that among the seven 
patients on whom shunts could not be performed four, 
or 57%, had been previously splenectomized. 

The true value of portacaval shunt surgery in the pre- 
vention of esophageal bleeding, it is believed, can be de- 
termined best by an analysis of the results obtained in 
those patients who have survived and could be followed 
for a year or longer after a splenorenal or a direct porta- 
caval shunt had been performed. There were 114 of 
these operations performed in 111 patients for the 
definitive treatment of bleeding esophageal varices, since 
in 3 patients splenorenal shunts were constructed first 
and then, approximately one to two years later, because 
of recurrent esophageal bleeding in each of them, direct 
portacaval shunts were performed. From this group of 
patients it has been possible, therefore, to analyze the 
results in a total of 114 shunt procedures. In the fol- 
low-up study that has been made of these cases, it has 
been necessary to eliminate 22, or 19%, of them. These 
include 14 patients who had early postoperative deaths; 
4 who died within one year from various causes, but none 
from esophageal bleeding; another 3 who are excluded 
because the follow-up period for them is less than a year; 
and one patient who has not been traceable. This leaves a 
total of 92 patients, or 81% of the group, who have been 
studied for postshunt esophageal bleeding. Sixty-six, or 
72%, had splenorenal anastomoses, and 26, or 28%, 
had direct portacaval anastomoses. Seventy-eight, or 
85%, of the patients had an intrahepatic type of portal 
bed block, secondary to cirrhosis of the liver, and 14, 
or 15%, had an extrahepatic type, with normal livers. 


Intrahepatic Block Group 


A splenectomy and an end-to-side splenorenal anas- 
tomosis were performed on 55, or 70%, of the patients 
with an intrahepatic type of block and a direct porta- 
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caval anastomosis on 23, or 30%, of them (table 4). 
These patients have been followed from one to eight 
years. Recurrent esophageal bleeding occurred in 11, 
or 20%, of the patients who had splenorenal shunts. It 
was mild, not requiring transfusions, in four, or 7%, of 
them and major in seven, or 13%. Direct portacaval 
anastomoses were constructed in three of the latter. Two 
of the other three succumbed to massive hemorrhage ap- 
proximately one year after the splenorenal shunts were 
constructed in each case. This makes a postoperative 
mortality rate for the splenorenal type of shunt of 3.6% 
from this complication, which is a great improvement 
over the death rate from esophageal bleeding in the 
natural course of the disease. 

Recurrent bleeding was less common following the 
direct portacaval anastomoses. There were no episodes 
of minor bleeding in these 23 patients, and only 2, or 9%, 
developed major bleeding. It is of extreme significance 
that the portal vein in each of these patients was found 
occluded with a thrombus, so that it was necessary to do 
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orrhages, but without benefit. One was a ligation of the 
splenic artery, and the other was ligation of the coronary 
and periesophageal veins. The former made it exceed- 
ingly difficult to construct the shunt, and so, even though 
it was finally accomplished, it was not as satisfactory as 
many that have been made in the later patients who have 
not been operated upon previously. There were relatively 
few direct portacaval shunts in this group, and two of 
these were constructed under difficult circumstances be- 
cause of the hemangiomatous vascular changes around 
the portal vein. This type of shunt was made in these 
patients of necessity because of previous splenectomies 
in both. Recurrent bleeding developed in one, or 33%, 
of this group, and it is explainable, it is believed, because 
of the diseased state of the portal vein at the time of the 
shunt procedure, the result of an old thrombophlebitic 
process involving it. This patient, however, is alive and 
well, five years since the shunt was made, except for the 
three bleeding episodes, which is a great improvement 
over her preoperative status. 


TABLE 4.—Summary of Postoperative Esophageal Bleeding in Ninety-Two Patients with Splenorenal and Direct Portacaval Shunts 
Followed for One to Nine Years 





Postshunt Bleeding 


a ————- ——_———__ - -— “a .- ——__ — — — 
Death from 





Major with Esophageal 
Shunts No Bleeding Minor Survival Bleeding Total 
Type of Portal aT OOo] OOOO NTO ——_———~—- 
Bed Block Type of Shunt No. % No % No. % No. % No. % No. 

Intrahepatic is id cc tccudatesesidaceemeses 55 70 44 80 4 7 5 y 2 3.6 11 20 
sc ss:ccsenvedssecrsercnssecnsse 23 30 21 91 0 oe 2 9* ) 2 9 

aaah on d-eetabeibretetaseedetn 78 85 65 83 4 7 i) 2 2.6 13 17 

Extrahepatic ND ic iedicstr up denied ccdadwaseenes 11 79 9 82 1 i) 1 i) 0 2 18 
inc peccdihesiatnevaddvccenonen 3 21 2 67 0 oe 1 $3 * 0 1 33 

Sp idenddcndeicatnteee tr webeces 14 15 11 80 1 7 2 14 0 wen 3 21 

PD wi:tenk stb neenst vane ceeeeibeteskiedbaa te uwuamannnees 92 100 76 83 5 5.4 9 10 9 - 4 16 17 

* The portal veins in these three patients showed pathological changes consistent with an old thrombophlebitis, which, it is believed, explains the 


recurrent bleeding in these cases. 


a thrombectomy in both in order to be able to construct 
the shunts. As a result, the intimal lining of these vessels 
was in a poor condition, so that the recurrence of bleed- 
ing in them, it is believed, is best explained by the fact 
that the patients’ portal veins probably rethrombosed, 
with occlusion of the anastomoses and a return of the 
portal hypertension, especially since these were the only 
two with postoperative bleeding in the direct portacaval 
group. 
Extrahepatic Block Group 


There were only 14 patients with the extrahepatic type 
of portal bed block, but the results were as good as in the 
intrahepatic group. A splenectomy and an end-to-side 
splenorenal shunt were performed in 11, or 79%, of the 
patients and a direct portacaval anastomosis in 3, or 
21%, of them. These patients have been followed from 
two to nine years (table 4). Following 11 of the spleno- 
renal shunts, mild recurrent esophageal bleeding devel- 
oped in 1, or 9%, of the patients and major bleeding also 
occurred in one patient. The latter was the first patient in 
the entire series in this report to have a splenorenal 
anastomosis constructed, and, furthermore, the operative 
procedure was accomplished with great difficulty because 
two upper abdominal operations had been performed 
previously in an attempt to control the esophageal hem- 


Summary and Conclusions 


Transthoracoesophageal suture of esophageal varices 
was performed as an emergency procedure in 20 patients 
with cirrhosis of the liver and massive bleeding from 
these blood vessels. There were two operative deaths, a 
mortality rate of 10%. Three patients, or 15%, died 
later, two from liver failure and one from recurrent bleed- 
ing before portacaval shunts could be performed. In the 
other 15, or 75%, splenorenal or direct portacaval 
shunts were constructed at later dates. It is our opinion 
that this emergency method should be utilized for pa- 
tients in whom the esophageal hemorrhage is so severe 
that cardioesophageal tamponade is necessary to control 
the bleeding. In addition to controlling the hemorrhage 
immediately, it also gives a period of four to six weeks to 
prepare these sick patients for the major surgical proce- 
dure of constructing some type of portacava) shunt 
without the danger of recurrent esophageal bleeding. 

The most effective definitive treatment of bleeding eso- 
phageal varices that has been developed is the construc- 
tion of a splenorenal or a direct portacaval venous 
shunt.* In 78 patients with cirrhosis of the liver and 
bleeding esophageal varices, in whom splenorenal or 
direct portacaval shunts were constructed, and who have 
been followed for one to eight years, recurrent bleeding 





eo 5 ee CU 


ser ULC lUhETelhlC<C SSTOTCUC'—C 








Vol. 166, No. 12 


has not occurred in 65, or 83%, of them. It developed in 
3, or 17%, and, of these, bleeding in 4, or 5%, was 
minor in nature and in the other 9, or 12%, it was major. 
Two deaths from massive hemorrhage are included in 
the latter number, a mortality rate of 2.6% for both 
types of shunts (table 4). As further evidence of the 
beneficial effect of the shunts on these patients, 52, or 
67°, were able to carry on full-time work; 17, or 22%, 
were able to do part-time work; and 7, or 9%, were not 
able to work because of age or cardiac disability. In 14 
patients with an extrahepatic portal bed block and a 
history of bleeding esophageal varices, in whom spleno- 
renal or direct portacaval shunts were constructed, and 
who have been followed for two to nine years, recurrent 
bleeding has not occurred in 11, or 79%. It developed 
in three, or 21%, of them; in one, or 7%, it was minor 
in nature; and in two, or 14%, it was major. There have 
been no deaths from esophageal hemorrhage in this 
group (table 4). Eleven, or 79%, were able to return 
to full-time work, and the other two, or 14%, carried on 
part-time work. 
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The most effective emergency method to control mas- 
sive bleeding from esophageal varices, especially in 
many patients with cirrhosis of the liver, is by means of 
cardioesophageal tamponade with an intragastric bal- 
loon, supplemented immediately by a transpleural trans 
esophageal suture of the varices. The most effective 
definitive treatment for bleeding esophageal varices sec- 
ondary to an extrahepatic or an intrahepatic portal bed 
block is the construction of a splenorenal or direct porta- 
caval venovenous anastomosis to shunt the portal venous 
blood into the systemic venous system. The success of 
this type of surgery in many of these critically ill patients 
demands the close cooperation of internist, surgeon, and 
anesthesiologist. 
1180 Beacon St. (46) (Dr. Linton). 


11. Blakemore, A. H.: Portacaval Shunting for Portal Hypertension, 
Surg. Gynec. & Obst. 94:443, 1952. Jahnke, E. J., Jr.. and others: An 


Evaluation of the Shunt Operation for Portal Decompression, ibid. 97: 
471, 1953. Merendino, K. A., and Volwiler, W Medical and Surgical 
Aspect of Portal Hypertension: Report of 12 Cases, Northwest Med 


52: 724, 1953. Whipple, A. O.: Problem of Portal Hypertension in Rela- 
tion to Hepatosplenopathies (E. Starr Judd Lecture), Ann. Surg. 122: 449 
1945. 





HYPERTENSION AND ASSOCIATED CARDIOVASCULAR DISEASE 


COMPARISON OF MALE AND FEMALE MORTALITY RATES AND THEIR INFLUENCE ON 
SELECTION OF THERAPY 


Reginald H. Smithwick, M.D., Richard D. Bush, M.D., Dera Kinsey, M.D. 


George P. Whitelaw, M.D., Boston 


It has been known for many years that the prognosis 
of hypertensive cardiovascular disease in males is far 
worse than in females. Janeway ' pointed this out over 
40 years ago. Smithwick and Thompson * and Smith- 
wick * have discussed this point more recently in com- 
paring results of treatment by surgical and nonsurgical 
methods. The surgical treatment referred to consists of 
a bilateral lumbodorsal splanchnicectomy * done in one 
stage and requiring two to three weeks’ hospitalization. 
The importance of the striking difference in outlook for 
a male as contrasted to a female with hypertensive cardio- 
vascular disease in determining treatment and its possi- 
ble result for any individual is thought worthy of com- 
ment, particularly as additional data are now available. 

It is appropriate to examine the data on which the 
significance of the sex difference in survival rates is based 
and then discuss the influence such data might have on 
the selection of various forms of therapy available for an 
individual according to sex and stage of disease. Ap- 
proximately 4,000 patients have been treated both med- 





From the Massachusetts Memorial Hospitals and Boston University 
School of Medicine. 

Statistical analysis of tables 3 and 4 was made by John Alman, director 
of statistical and research services, Boston University. 
_ 1. Janeway, T. C.: A Clinical Study of Hypertensive Cardiovascular 
Disease, Arch. Int. Med. 12: 755-798 (Dec.) 1913. 

2. Smithwick, R. H., and Thompson, J. E.: Splanchnicectomy for 
, — Hypertension: Results in 1,266 Cases, J.A.M.A. 152: 1501-1504 

g. 1S) 1953. 

3. Smithwick, R. H.: Hypertensive Vascular Disease: Results of and 
Indications for Splanchnicectomy, J. Chron. Dis. 1: 477-496 1955. 

+. Smithwick, R. H.: The Autonomic Nervous System, in Operative 
hnic, Cole, W. H., editor, to be published. 


* The five-year mortality rates have been obtained 
for 1,118 male and 1,109 female patients classified 
into four groups by a method of scoring objective 
cardiovascular findings. Group | contained patients 
with hypertension but no cardiovascular disease. 
Groups 2 and 3 contained patients with increasing 
degrees of damage in the cerebral, cardiac, or 
renal areas. Group 4 contained the patients with 
the most advanced cardiovascular changes. 

The tabulations show that the prognosis becomes 
worse as signs of cardiovascular-renal damage in- 
crease and that within each of the groups the 
prognosis for females with hypertensive cardio- 
vascular disease is better than for males. 

Patients treated surgically by a one-stage bilat- 
eral lumbodorsal splanchnicectomy are compared 
with patients receiving only medical treatment. The 
mortality rates were significantly better in all four 
groups of surgically treated male patients and in 
groups 2 and 3 of the surgically treated female 
patients. In either sex, the prognosis for group 4 
was shown to be poor. It is believed that patients 
of groups 2 and 3 in general should be treated 
surgically, especially if medical treatment has been 
found ineffective after a trial of 8 to 10 weeks. 





ically and surgically over the past 16 years. Of these, 
2,227 have been carefully studied and followed for five 
or more years. They have been divided into males and 
females. There were 1,118 males and 1,109 females. 
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Both males and females have been subdivided into four 
groups according to the status of the blood pressure and 
cardiovascular system by a method devised by one of us 
(R. H. S.)® and now briefly described. 


Classification in Four Groups 


It was first pointed out by Keith, Wagener, and 
Barker ° that the prognosis for a hypertensive patient 
varies according to the status of his cardiovascular sys- 
tem when first examined. Unless patients with a similar 
degree of hypertension and cardiovascular involvement 
are placed in comparable groups, no basis for compari- 
son of results exists. We have, therefore, adopted a plan 

esigned to control as many of the variable factors as 
possible in an attempt to make the patient material in 
each group as comparable as possible. This plan is the 
best we have been able to devise to deal with the present 


TABLE 1.—Numerical Value of Various Factors That 
Influence Prognosis 


Numerfeal Value of Each Factor 
Cerebrovascular accident with or without minor residual..,.. 
EE TERN CNIEE 6606 0cccprciesccccceveesesesiveeses 
NS ee heels see nme arekede es bea eeeeS pane ed 
ee I. cceccccejnghebickvcceoetasaeehests 1 
P.S.P.* less than 25% in 15 min., or less than 60% in 2 hr..... 
tan eieerng Ried cee hs0 100 kseb er hstosweNsssee neers’ 
ED: ee capac slepesniedssntbdGusin Javeeuinesdscaneneeensbone 
Cerebrovascular accident, with residual t...................0008 
Frank congestive failure, moderate angina...................45 
P.S.P.* less than 20% in 15 min 
Unsatisfactory response to sedation.............ccceceeceeeeeee 
ee GU I I OE Ii orc ceed ied esenegcvevébeseese 
CIEE, cic cc cciladderwrtvSes cub ielnvds5 doe ion eeuha cones 4 


re 





Example 1 


Abnormal electrocardiogram ...............eeeeee 1 
Cerebrovascular accident, without residual...... 1 
a I ei ce sicanpaie cee <cnmenecesoues 1 
PD detibibes tidar cman inde temdincan wna wasad 3 = Numerical grade 
Example 2 
Abnormal electrocardiogram .............ee+esee8 1 
PE ROO bicenccnsiesesnceeser<sdewisresenees 1 
Pe ee Pe Ol acécycedanecesetdendwesssecues 3 


WD Sos cerwkewtcrevienicessensstessvonssotnues 5 = Numerical grade 





* Phenolsulfonphthalein. 
t Cerebral deterioration or persistent paralysis of arm and/or leg. 


number of cases. As the number of cases becomes 
larger, more variable factors can be controlled and 
groups can be defined more precisely. 

After a careful study of the cardiovascular system as 
a whole, a numerical value is assigned to various factors 
having a bearing on prognosis. These are summarized 
in table 1. The numerical values for each factor present 
are totaled, and this gives the numerical grade for the 
patient. Two examples of how to determine the numeri- 
cal grade are given at the bottom of table 1. If the nu- 
merical grade is less than four, the patient will be in 
group | or 2. If the numerical grade is four or more, the 
patient will be in group 3 or 4. The additional factors 





5. Smithwick, R. H.: Surgical Measures in Hypertension, Publication 
61, American Lecture Series, Monograph in American Lectures in Surgery, 
Springfield, Ill., Charles C Thomas, Publisher, 1951. Smithwick, R. H.: 
Hypertensive Cardiovascular Disease: The Effect of Thoracolumbar 
Splanchnicectomy on Mortality and Survival Rates, J.A.M.A. 147: 1611- 
1615 (Dec. 22) 1951. Footnotes 2 and 3. 

6. Keith, N. M.; Wagener, H. P., and Barker, N. W.: Some Different 
Types of Essential Hypertension: Their Course and Prognosis, Am. J. 
M. Sc. 197; 332-343, 1939. 
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that determine the exact group of the patient are given in 
table 2. Thus the patients in group 1 have persistently 
elevated blood pressure, with minimal or no eyeground 


FABLE 2.—Criteria for Grouping Hypertensive Patients 


Numerical 
Grade 
1 Less than 4 


Group Other Factors 


Eyegrounds grade 0 or 1. No changes in cere 
bral, cardiac, or renal areas 


2 Less than 4 Eyegrounds grade 0 or 1, with changes in cere 
bral, cardiac, and/or renal areas. Eyegrounds 
grade 2, 3, or 4, with or without changes jp 
cerebral, cardiac, or renal areas 


3 4 or more Patient with a resting diastolic level below 
140 mm. Hg. Changes are present in cerebral, 
cardiac, and/or renal areas, but they do not 
include: 


C.V.A.* with marked residual 
Frank congestive failure 


P.S.P.t below 15% in 15 min. associated with 
a poor response to sedation 
4 4 or more Patients with a resting diastolic blood pressure 
below 140 mm. Hg combined with one or more 
of the following conditions: 
C.V.A.* with marked residual 
Frank congestive failure 
P.S.P.¢ below 15% in 15 min. combined with 
a poor response to sedation 
Patients with a resting diastolic level of 149 
mm. Hg or more 


~ 





* Cerebrovascular accident, 
t Phenolsulfonphthalein. 


TaBLE 3.—Five Year Mortality Rates for 1,118 Male Patients 


Medical Series Surgical Series 





ooo — an Statistical Analysis * 
Mor- Mor- -— —— 
Cases, tality, Cases, tality, Chi- 
Group No. % No. % Square Pp Significance 
1 42 24 82 7 5.33 <0.05 Significant 
2 136 47 421 18 45.4 <0.001 Highly sig- 
nificant 
3 103 75 159 26 57.0 <0.001 Highly sig- 
nificant 
4 88 97 87 9 34.3 <0.001 Highly sig- 


Dificant 


-_- 


* Yates correction used throughout. 








changes and no abnormalities in the cerebral, cardiac, or 
renal areas. Those in the other groups have increasing 
amounts of cardiovascular disease. 


Patients in both 
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Fig. 1.—Survival curves for 749 surgically and 369 nonsurgically treated 
male hypertensive patients grouped according to Smithwick criteria. These 
can be compared with those for male and female patients separated inio 
each of the four groups (fig. 3). See tables 3 and 4 for mortality rates 
corresponding to figures 1, 2, and 3. 
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categories, surgical and medical, have been studied and 
lassified in exactly the same fashion and can therefore 
be compared with respect to survival rates and mortality 
within the four groups. 

The mortality rates for the male patients in both the 
nonsurgical and surgical series are contained in table 3 
and transcribed into survival curves in figure 1. The same 
information for female patients is presented in table 4 
and figure 2. Survival curves in each instance have been 
constructed with use of the actuarial method of Berkson 
and Gage.’ 


TABLE 4.—Five Year Mortality Rates for 1,109 Female Patients 


Medical Series Surgical Series 


—-— —~ HW _ Statistical Analysis * 
Mor- Mor- - - “- —-—-~ 
Cases, tality, Cases, tality,  Chi- 
Group No. % No. % Square p Significance 
1 36 11 108 4 1.59 <0.30 Not sig- 
nificant 
2 126 25 538 9 24.1 <0.001 Highly sig- 
nificant 
47 55 155 16 27.3 <0.001 Highly sig- 
nificant 
4 41 70 58 55 1.84 <0.20 Not sig- 
nificant 


* Yates correction used throughout. 


On the basis of tables 3 and 4, it is concluded that the 
survival of male patients in all four groups is favorably 
and significantly altered by surgery. The same is true of 
female patients in groups 2 and 3 treated surgically. The 
survival of female patients in groups 1 and 4 is in- 
creased after surgery, but the figures lack statistical sig- 
nificance. It will be readily seen from the survival curves 
that, regardless of the form of treatment, the prognosis 
for females with hypertensive cardiovascular disease is 
better than for males (fig. 3) in each of the four groups. 


Selection of Therapy 


Keeping in mind the severity of the disease process by 
carefully studying and placing all patients with hyper- 
tension into one of four groups according to the method 
described above, our feeling concerning the best possible 
therapy for patients falling in each group is as follows: 

Group | contains patients with hypertension but with 
no cardiovascular disease. Patients in this group who 
underwent surgical treatment were selected for the fol- 
lowing reasons: (a) severe symptoms uncontrollable by 
other means, (b) females in the child-bearing age who 
had undergone previous episodes of toxemia of preg- 
nancy and who wished to select the best means of avoid- 
ing future similar episodes, (c) males and females with 
high blood pressure levels that either did not respond 
to medical therapy or for one reason or other would 
not or could not stay on their prescribed treatment, and 
(d) males with high diastolic levels. 

Group 2 and group 3 contain patients with increasing 
hlood vessel damaze in either the cerebral, cardiac, or 
renal areas. The reason for advising operation early in 
groups 2 and 3 is obvious from a study of the survival! 
curves (fig. 1, 2, and 3). However, if a patient, par- 
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ticularly a female in group 2, will follow and can tolerate 
a prescribed course of medical therapy that controls 
the hypertension and shows signs of reversing the vas- 
cular damage, medical measures can be used. In this 
connection, it must be remembered in a certain small 
group of patients with moderately low continuous hyper- 
tension, and even in a few with intermittent hypertension, 
very active reflex mechanisms may be in effect that pro- 
duce high pressures over short periods of time, fre- 
quently, and in this group progressive vascular damage 
may occur even though the blood pressure seems to be 
under control. It is our opinion that surgical measures 
control these reflex changes more effectively than med- 
ical measures. This point was demonstrated by Wilkins * 
with the use of Valsalva’s maneuver; hence, we should 
like to emphasize that if medical therapy is not success- 
ful during a reasonable trial period (8-10 weeks) for pa- 
tients in group 2 and 3, it is most important to consider 
these patients for surgical therapy before they advance 
into group 4. 

Group 4 contains the patients with the most advanced 
cardiovascular changes and those whose condition has, 
in a large percentage, become irreversible because of 
renal damage and fixed changes in the vessel walls in 
large areas of the body. A few dramatic results have been 
attained in this group by both medical and surgical ther- 
apy. For the most part, however, these patients have 
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Fig. 2.—Survival curves for 859 surgically and 250 nonsurgically treated 
female hypertensive patients grouped according to Smithwick criteria 
These can be compared with those for male and female patients separated 
into each of the four groups (fig. 3). See tables 3 and 4 for mortality 


rates corresponding to figures 1, 2, and 3 


gone too far, and little can be expected from one form of 
treatment. Combined medical and surgical therapy for 
those patients who are reasonable operative risks and 
who do not have advanced renal damage offers the best 
chance for prolonged life. The same attitude can be taken 
toward certain patients with intractable symptoms in this 
group, as in patients with advanced carcinoma in whom 





7. Berkson, J., and Gage, R. P.: Calculation of Survival Rates for 
Cancer, Proc. Staff Meet. Mayo Clin. 25: 270-286, 1950. 

8. Wilkins, R. W.; Culbertson, J. W., and Smithwick, R. H The 
Effects of Various Types of Sympathectomy upon Vasopressor Responses 
in Hypertensive Patients, Surg., Gynec. & Obst. 87: 661-668, 1948 
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certain palliative procedures may be performed to pro- 
duce relative comfort during the few remaining months. 
In this group, sex would have no influence in the decision 
as to the best form of therapy. 
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part of each 24-hour period, should be treated medically. 
Group | patients with continued hypertension shou'd 
be treated medically, with some exceptions. Group 2 
and 3 patients with increasing blood vessel damage in the 
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Fig. 3.—Survival curves for 2,227 hypertensive patients separated into each of the four groups comparing male and female survival rates in 1,608 surgi- 
cally and 619 nonsurgically treated patients grouped according to Smithwick criteria. Of the 2,227 patients, 1,109 are females and 1,118 are males. 


Summary 


In summary, the only way to remove hypertensive 
cardiovascular disease from its position of leading all 
other diseases in the death rate is to apply intelligently 
all information available regarding the best methods of 
therapy, medical and surgical, to each patient as an indi- 
vidual before irreversible changes occur. In general, it 
is our feeling all patients classified as normotensive hy- 
perreactors or those with intermittent hypertension, i. e., 
individuals with normal blood pressure for the greater 


cerebral, cardiac, or renal areas, should in general be 
treated surgically. 

If medical therapy is elected and ineffective after a rea- 
sonable trial (8-10 weeks), surgical treatment should be 
urged. In group 4 patients, irreversible changes have oc- 
curred. The outlook for any type of therapy is poor. 
Each case has to be individually considered. In a few, 
combined medical and surgical therapy may effect 
dramatic results in alleviating symptoms and prolonging 
life. 


203 Commonwealth Ave. (16) (Dr. Smithwick). 
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SEVERE HYPERTENSION—STUDY OF ONE HUNDRED PATIENTS WITH 
CARDIOVASCULAR 







COMPLICATIONS 


FOLLOW-UP RESULTS IN FIFTY CONTROLS AND FIFTY PATIENTS SUBJECTED TO SMITHWICK’S 
LUMBODORSAL SYMPATHECTOMY, 1941 TO 1946 


Paul D. White, M.D., Boston 


In August, 1950, with Drs. Dimond and Williams, 
I reported the follow-up of 100 private hypertensive 
patients with cardiovascular complications,’ half of 
whom were subjected to Smithwick’s lumbodorsal 
(thoracolumbar) sympathectomy in the years 1941 to 
1946 and the other half treated by ordinary medical 
measures prior to the days of the use of the more active 
hypotensive drugs or concentration on very low-salt 
diets. The sympathectomized patients included 38 men 
and 12 women, 8 of whom were between the ages of 
30 and 40, 29 between 40 and 50, and 13 between 50 
and 60 when they came to our attention. Complications 
of left ventricular weakness and failure were found in 
26 of these patients, cerebrovascular accidents in 17, 
angina pectoris in 20, and myocardial infarction in 10. 
In these 50 cases there thus was a total of 73 compli- 
cations. The selection of these sympathectomized pa- 
tients was made simply on the basis of their involvement 
by serious hypertension and cardiovascular complica- 
tions and by the absence of any important degree of renal 
insufficiency, which had already been found by Dr. Smith- 
wick to be a serious contraindication to surgery. Other- 
wise they were a consecutive series from my own 
practice. 

The 50 controls, that is, patients with serious hyper- 
tension not subjected to lumbodorsal sympathectomy, 
included 37 men and 13 women, 6 of whom were be- 
tween the ages of 30 and 40, 32 between the ages of 
40 and 50, and 12 between the ages of 50 and 60. These 
had a total of 61 complications, with left ventricular 
weakness in 23, cerebrovascular accidents in 9, angina 
pectoris in 14, and past myocardial infarction in 15. 
The control patients were selected on the same basis as 
the sympathectomized patients and included persons 
who refused surgery when it was offered to them or who 
were purposely not offered surgery because of its ex- 
perimental nature in the early days or because it was de- 
sired to have a certain number of control cases. They 
were otherwise picked to match the sympathectomized 
patients in sex and age incidence, but like the sympathec- 
tomized patients they showed no serious renal insuf- 
ficiency. 

After the first three-year follow-up of the 50 sympa- 
thectomized patients, the result was found to be excellent 
or good in 11 and fair in 11 others; in 5 instances there 
was little or no change; 11 patients were worse; and 12 
patients were dead. In contrast, among the controls, only 
One patient continued to be in good health, 4 were in 
lair condition with some improvement, 3 were un- 
changed, one was worse, and 41 were dead. 


Because a period of five years had elapsed since this 
first follow-up study, it seemed wise to make a second 


¢ The course of 50 hypertensive patients who had 
cardiovascular complications but underwent an 
operation for sympathectomy was compared with 
that of 50 similar patients who did not undergo the 
operation. The two groups were matched as to dis- 
tribution of age and sex and were selected from 
patients coming for treatment between 194] and 
1946, so that all were followed for at least 10 years. 


By ali the criteria of comparison, the sympathec- 
tomized group had a great advantage over those 
treated by the routine medical measures in use 10 
years ago. The operation also spares the patient 
the prolonged medication, the dietary restriction, 
and the hazards of continued hypertension in- 
volved in nonsurgical treatment. 





such study. I have recorded the status of the patients 
of both groups according to the number of years of sur- 
vival from the time that they were first seen by me. 


Control Patients 


Of the 50 control patients, that is, of the group who 
did not have sympathectomy, 48 are dead, their deaths 
having occurred at the following intervals after our first 
examination (the extremes were one month and 1] 
years): one month, 2 patients; 2 months, 3; 7, 8, and 9 
months, one each; 10 months, 2; one year, 6; 2 years, 8; 
2% years, one; 3 years, 5; 4 and 5 years, 2 each; 6 and 
8 years, 4 each; 9 years one; 10 years 2; 11 years 3. 
Of these 48, 23 died in congestive heart failure, 15 from 
cerebrovascular accidents (mostly hemorrhage), 4 from 
myocardial infarction, and 2 from coronary insufficiency; 
I have no record of the cause of death in the remaining 
4. The mean survival time in the 48 cases was 3.7 years, 
and the mean age at death was 48.7 years. The mean 
survival time to date in all 50 cases is 4.1 years. 

Of the two control patients still alive, one, a man now 
aged 62, has had a cerebrovascular accident and is in 
fairly good condition except for some paralysis; and the 
other patient, a man aged 62 years, is in fairly food health 
except that he has had an operation for gastric malignant 
disease. His present blood pressure is 190 to 200 mm. 
Hg systolic and 100 mm. Hg diastolic. 


Sympathectomized Patients 


Of the 50 sympathectomized patients, 25 are dead, 
and these died at the following intervals after the opera- 
tion (the extremes were one month and 12 years): one 
month, one; 32 months, one; 11 months, one; 2 years, 4; 
3 years, one; 4 years, 2; 5 years, one; 6 years, 2; 7 years, 





1. White, P. D.; Dimond, E. G., and Williams, A.: A Follow-Up 
Study of 100 Private Hypertensive Patients with Cardiovascular Compli- 
cations, J. A. M. A. 143: 1311 (Aug. 12) 1950. 
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3; 8 years, one; 9 and 10 years, 2 each; 12 years, 4. Of 
these 25, 6 died in congestive heart failure, 9 from cere- 
brovascular accidents, 3 from myocardial infarction, 
one from coronary insufficiency, one from atrial stand- 
still, one from arterial thrombosis, one from leukemia, 
one from cancer, one from uremia, and one of unknown 
cause. The mean survival in these 25 cases was 6.1 
years, and the mean age at death was 51.4 years. The 
mean survival time to date in all 50 cases is 8.1 years. 


TaBLE 1.—Blood Pressure Levels in Twenty Patients in Good 
Health Nine to Twelve Years After Sympathectomy 


Interval 
Since 
Case Most Operation, 
No. Recent * Preoperative Yr. 
1 GE ects docbescevcteapensces 220/110 9 
2 RI Ske dieudderdveoererercess 200/120 12 
3 PO Serb veveesbebetsve sends ices 160/115 10 
4 See ee ee 210/130 10 
5 SISTER PO GG ic és thse soe cies 170/117 10 
6 PC aibaiwides 6earan i eecewacrews 182/110 4 
7  ebSS eer cccesuresedaredees 150/100 13 
8 S adakaaeesd s0s40e05tetwenscees 195/125 10 
9 ne ee eee ere reer ee 240/140 12 
10 ee ee 225/130 11 
11 oe Dt) 180/110 9 
12 PER pitndesdcsvatacbnrcouen 240/130 11 
13 ee ee 250/135 11 
14 DP tendenssedeendadses add 200/140 9 
15 EL ae re 190/130 a) 
16 BE BANKS 0040500 he OKeH Ce rHe OCS 210 140 9 
17 REO FIO GO TOO 110 icc occeecivesese 203 140 12 
18 er seueen ted 6ase ees staee 155/105 10 
19 RR ie ea ee ne 244/110 12 
20 DE is ere r ener veusievdvvanend 170/120 10 
* All pressures given in this column were recorded in 1955 except in 


cases 14, 15, 17, and 18, in which they were recorded in 1954. 


Of the 25 sympathectomized patients still alive, 20 are 
in good health and when heard from within the last 
year showed the average blood pressures shown in table 
1, which were in almost every case much lower than their 
pressures when they were first seen by me. Four are in 
only fair health, and one is in poor health; two of the five 
have had congestive heart failure, and one has had myo- 
cardial infarction followed by angina pectoris that is still 
present. Their most recent blood pressures are shown 
in table 2. 


TaBLE 2.—Blood Pressure Levels of Four Patients in Fair Health 
and One Patient in Poor Health Ten to Twelve 
Years After Sympathectomy 


Interval 
Most Recent Since 
Case | a | Pre- Operation, 
No Level Yr. operative =. 
Fair Health 
1 200/110 1955 190/100 10 
2 230/120 1955 200/100 12 
3 150/90 1955 190/110 1] 
4 130/86 1954 230,130 10 
Poor Health 
1 180/120 1948 250/160 12 


The mean duration of life following sympathectomy 
in these 25 survivors is 10.5 years and of all 50 sympa- 
thectomized patients 8.1 years, with half still alive. Thus 
the ratio of longevity in these two comparable groups is 
already 2 to 1. A review of the ages at death shows little 
or no difference between those who died within three 
years and those who survived longer but are now dead. 





J.A.M.A., March 24, 1956 


Comment 


It is quite evident that in patients of this type, that 
is, in persons with serious hypertension, mostly males in 
middle age, lumbodorsal sympathectomy has acted more 
helpfully from the standpoint of longevity, state of health, 
and blood pressure level than the routine measures in the 
treatment of hypertension before the introduction of 
strict dieting and potent hypotensive drugs. It seems 
probable also, from my own experience at the present 
time with the more radical measures of treatment, that 
young and middle-aged males with seriously high dias- 
tolic blood pressures who have essential hypertension 
with complications, especially involving the heart, are 
better subjected to lumbodorsal sympathectomy, dis- 
agreeable as that surgical procedure can be, than to the 
tedious and continuous administration of drugs and 
dietary restriction. However, further follow-up com- 
parison will be needed in the future between these var- 
ious methods of treatment. Dr. Reginald Smithwick has 
recently said that some patients, especially middle-aged 
males, have been subjected too long to drug therapy in- 
effectively before being considered for sympathectomy 
when it was too late. 


Summary 


This report summarizes an additional five-year fol- 
low-up analysis of 100 patients with serious hyperten- 
sion, half of whom were treated by routine medical 
measures more than 10 years ago and the other half 
by lumbodorsal (thoracolumbar) sympathectomy by 
Dr. Reginald Smithwick in the years 1941 to 1946. 
Lumbodorsal sympathectomy was found in this follow- 
up study to have been much more effective than the 
routine measures of the day in prolonging life, improving 
health, and reducing the blood pressure. A future fol- 
low-up comparison will be needed to determine the 
relative efficacy of the newer methods of treatment, in- 
cluding potent drugs and dietary restrictions, in con- 
trast to lumbodorsal sympathectomy in serious hyper- 
tension. 


264 Beacon St. 





Ventricular Fibrillation Caused by Digitalis.—There is a type of 
ventricular fibrillation which is iatrogenic; we refer to the kind 
appearing as a consequence of digitalis therapy. Its occurrence 
is difficult to prove. However prefibrillatory arrhythmias, ven- 
tricular tachycardias with alternating, bidirectional complexes 
are sO common in these days of “full dose” digitalis therapy that 
it may safely be assumed that the sudden death occurring in some 
of these patients is due to this method of treatment. Full dose 
therapy is a revival of the old Eggleston method of rapid digitali- 
zation. The Eggleston method at least took the weight of the 
patient into account, while this is omitted with the full dose 
method. Equally large doses are administered regardless of the 
patient’s weight, the only point of argument being whether a dose 
of 1.2 or 1.7 mgm. will suffice for the full digitalis effect. We 
are of the opinion that this method is unphysiological and un- 
sound. . . . The response to this drug varies with every patient 
and lives may be saved or lost by one more or one less tablet 
a day. In some patients extrasystoles develop after only one or 
two standard tablets of 0.1 gm. of digitalis and we can readily 
see how the so-called “full dose” therapy may lead to dangero"'s 
arrhythmias and sudden death.—-D. Scherf, M.D., Of What Do 
Heart Patients Die? Transactions of the American College of 
Cardiology, April, 1955. 
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TRENDS IN MEDICAL RESEARCH 


James A. Shannon, M.D., Bethesda, Md. 


This opportunity to express some thoughts on medical 
research before the Clinical Session of the American 
Medical Association is a welcome one indeed. A grave 
danger faces science in this country—the danger of being 
considered alien to and apart from the stream of life of 
the community. Medical research is perhaps less ex- 
posed to such a danger than are some other branches of 
science, because its ultimate end is the betterment of man 
—a concept that can be easily grasped. Nevertheless, 
maintenance and strengthening of understanding between 
the world of research, the world of practice, and the 
world of the ordinary citizen are problems of great im- 
portance. This stems particularly from an appreciation 
that some aspects of medical research are not fully under- 
stood by anyone. They relate to such matters as the 
fundamental forces that affect research, the interplay be- 
tween science and the attitudes of our society, the nature 
of the environment required for effective research, and 
the links between research, medical education, and 
practice. I should like to discuss certain aspects of 
these problems. We are now in a position to assess the 
decade of experience in medical research that followed 
World War II. We may now ask what has been accom- 
plished and what have been the major factors affecting 
the general substance of medical research, its effective- 
ness, and its scope. 


A Productive Decade 


The past decade has been enormously productive. 
When one considers the end-product of research—the 
application of new knowledge to problems of disease— 
the agents and procedures available now but unknown 
in 1945 make an impressive array. Prophylaxis and 
treatment of disease by antibiotics are at a stage that 
would have seemed visionary 10 years ago; the steroids 
have emerged as a major addition to the armamentarium 
of the physician, and agents for the treatment of hyper- 
tension have been multiplied in number and effective- 
ness. Surgical techniques and anesthesiology have pro- 
gressed to the point where operative procedures unheard 
of a decade ago are now routine. Chemotherapy of can- 
cer, while still in a highly empirical state, has demon- 
strated a striking potential, and chemotherapy of mental 
illness, though even less advanced than that of cancer, 
offers hope of control over some forms of mental illness 
at certain stages through correction of specific metabolic 
aberrations. This list could be much extended, but I 
shall not go into detail about the contributions of recent 
research to the practice of medicine. 

One facet of the substance of research over the past 
decade, however, does warrant special mention. This is 
the progressive demolition of the walls between the 
physical, biological, and medical sciences. This shift in 
scientific content may be a more significant development 
than the specific research findings. In field after field, 
one can see exact quantification of biological actions and 
the reduction of many biological processes to identifiable 
substances and systems at the molecular level. 


¢ The past decade in research has been enormously 
productive. Funds available for the support of re- 
search have increased sharply. The physical volume 
of research, however, has increased less than the 
dollar volume. 

During the coming decade, there will undoubtedly 
be an evolution toward support for wider areas of 
investigation, primarily to provide leeway for the 
uncommitted investigator. Really significant new 
ideas are generally the product of one mind, but 
it is necessary to make sure that there is freedom 
to choose between the individual and the team 
attack, whichever can be made most effective. 

Some investigators want and need the stimulus 
of teaching. The problem of establishing a sound 
financial structure for medical schools must be 
solved. Funds for general operating expenses are 
needed, and the question of the balance between 
specific and general aid is becoming increasingly 
important. 





We are, in fact, watching the maturation of a science 
and the approach to a problem first posed during the 
great outburst of the physical sciences in the 17th cen- 
tury. Alfred North Whitehead has formulated this un- 
solved problem of thought as follows: “Given configura- 
tions of matter with locomotion in space by physical laws, 
to account for living organisms.” Certainly, long strides 
toward an accounting for living organisms have been 
taken in recent years. From a number of viewpoints, our 
knowledge of life processes is much deeper today than 
it was at the end of World War II. Homeostasis has 
become more than a philosophical concept and extends 
far beyond the conceptions of Claude Bernard and 
Walter Cannon. Studies of the internal secretions have 
demonstrated precise interactions by which the human 
mechanism moves toward equilibrium in response to 
change. The phenomena at work in energy conversion 
within the body are now describable in terms of reac- 
tions whose existence was unknown but a few years ago. 
The concept of living versus nonliving takes on a new 
meaning and new complexity with advances not only in 
virology but in protein chemistry. Beyond doubt, re- 
search is moving from empiricism to measurement and 
reproducibility of findings at molecular and submolecu- 
lar levels. 

In medical research as in other fields of science, one 
is struck by the rapidity of change. Oppenheimer ' has 
stated eloquently the emotional as well as the material 
impact of change in his essays on “Science and the 
Common Understanding”: 

The greatest of the changes that science has brought is the acuity 
of change; the greatest novelty, the extent of novelty. Short of 
rare times of great disaster, civilizations have not known such 





Director, National Institutes of Health, and Assistant Surgeon General, 
U. S. Public Health Service. 

Read before the Ninth Clinical Meeting of the American Medical 
Association, Boston, Nov 29, 1955. 

1. Oppenheimer, J. R.: Science aud the Common Understanding (Reith 
lectures, 1953), New York, Simon & Schuster, Inc., 1954, p. 89 
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rapid alteration in the conditions of their life, such rapid flower- 
ing of many varied sciences, such rapid changes in the ideas we 
have about the world and one another. 


There has been change not only in the substance of 
medical science but also in the social and economic 
frameworks that affect and are affected by it. 


Change in Public Attitude Toward Medical Research 


There has been a sort of mass conversion to faith in 
research, including medical research. Whether this is a 
passing phase of our national life—a fad in thought—or 
an enduring, rational change in outlook remains to be 
seen. In some respects the mass popularity of research is 
good, for science is profoundly if not decisively influ- 
enced by the attitudes of the society in which it is em- 
bedded. But in other respects, this popularity is hazard- 
ous. It is hazardous to the extent that it is based upon 
unreasoning fear and unwarranted hopes. It is hazard- 
ous to the extent that it views science in isolation, rather 
than in the context of the total educational system that 
must produce good citizens and good scientists. 

Such attitudes are an unstable base on which to build. 
Awe, fear, and visions are poor substitutes for under- 
standing. They are attitudes that can distort research, 
particularly by leading to undue emphasis upon specific 
and limited problems relating to diseases at the expense 
of nonapplied research basic to medicine. And they are 
attitudes that can divert attention from the fact that re- 
search depends upon men and that research manpower 
depends, in turn, upon respect for learning and upon 
the intellectual vigor of our entire system of education. 
There are signs that these dangers are real and present. 
But it would distort reality badly to assert that the net 
effect of general attitudes toward medical research has 
been anything but good. 

Over the next decade, the public image of science, of 
medical research, and of the scientist may become more 
realistic. Research is more widely publicized through 
newspapers, magazines, radio, and television than at any 
time in the past. The public’s avidity, spontaneous or 
artificially stimulated, for information on research is 
remarkable. The emergence of scientific writing for 
popular consumption as a clear professional journalistic 
specialty is a most encouraging development for the 
future. The development of a mature attitude by scien- 
tists toward their responsibilities and their rights in com- 
municating to the public is another encouraging factor. 


Increase in Expenditures for Medical Research 


A sharp increase in the volume of medical research 
and in the funds available for its support have been 
major developments of the past 10 years. Total national 
expenditures have increased from 75 million dollars in 
1945 to about 240 million dollars in 1955. Each of the 
major contributors—philanthropy, endowment, industry. 
and government—increased its total contribution. This 
is important, because diversity in source of support for 
research is vitally important. However, the increases 
have not been proportionate. At the present time gov- 
ernment supports about half the medical research in this 
country and industry about a third. Funds from endow- 
ment and philanthropy have not increased at a rapid 
rate. 
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As the physician knows, industrial research pays 
tremendous dividends in terms of practical improvements 
in medical practice. Fortunately, industry does not con- 
centrate exclusively on those projects that promise an 
early and commercially advantageous application; rather, 
it has some investment in the future—in basic science. 
However, nearly all of industry’s investment in medical 
research is confined to its own laboratories. Thus, it has 
fallen primarily to government and private health agen- 
cies to support the bulk of the recent increases in the 
medical research effort of medical schools, universities, 
and other private institutions. 

The principal government contributors have been the 
Atomic Energy Commission, the National Science Foun- 
dation, the several programs under the Department of 
Defense, and the Public Health Service. Among these, 
the Public Health Service represents by far the greatest 
investor in the biological sciences related to medicine. 
This year, for example, the National Institutes of Health 
provides approximately 40 million dollars for research 
in private institutions and another 17 million dollars for 
research training. 

In assessing the significance of increased expendi- 
tures for medical research, some salient facts should be 
borne in mind. First, we are all aware that the 1955 
dollar is worth less than the 1945 dollar. For this reason, 
the physical volume of research has increased less than 
the dollar volume. Second, medical research has ex- 
panded over the past decade in dollar terms at the same 
rate as the total national research and development ef- 
fort. Third, medical research expenditures remain only 
5% of our total national research and development ex- 
penditures. These observations serve to place medical 
research expenditures in perspective. 

Viewed in perspective, the past decade has been the 
first period in our history when the national medical re- 
search effort was financed on a scale reasonably com- 
mensurate with the potential humanitarian and economic 
gains to be derived from such effort. And it is reasonable 
to assume that a long-range upward trend in national 
medical research expenditure will continue, accompany- 
ing the growth of our total economy, the increasing de- 
mand for medical service, the continuing flow of ap- 
plicable research findings, the mounting significance of 
research and development to economic growth, and the 
maintenance of high federal, personal, and corporate in- 
come taxes to support extensive federal activities. The 
proportion of the medical research expenditure financed 
by the federal government will probably not decline and 
may increase. 

If one assumes, as is the consensus among economists, 
that the gross national product will grow from the current 
level of about 400 billion dollars per year to 500 or 525 
billion dollars by 1965, we will have the economic ca- 
pacity to support a markedly expanded research pro- 

gram. In looking forward to such an economy—and this 
assumption rules out a major depression or war—an im- 
portant task is to expand the supply of competent scien- 
tists and medical research facilities at a rate that will 
enable the total effort to keep pace with the needs of 
the nation. 
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Effects of Federal Support 


Since it is reasonable to assume that the proportion of 
the nation’s total medical research financed by the federal 
oovernment will not decline in the future, the direct and 
indirect effects of federal aid are highly significant. Here 
the much-debated question of federal control had best 
be faced directly. Does the federal government control 
research in the course of supporting it? This question, 
though stated simply, cannot be answered simply, be- 
cause “freedom of research” is an elusive phrase with 
many meanings. Research supported by the federal 
government is most emphatically not bureaucratically 
dominated. The prevailing system of heavy reliance upon 
advice of outstanding investigators from universities, 
medical schools, and other independent research organ- 
izations is a secure bulwark against federal domination 
either of research or the individual investigator. 

The question of control, however, is more complicated 
than one of dictation of the work of scientists by govern- 
ment. There is, for example, the possibility that pro- 
vision of funds for research on the chronic and degenera- 
tive diseases may tend to divert medical research brains 
and other resources into broad areas of investigation with 
short-term or long-term relevance to these fields. This 
has probably happened to some degree, but I view the 
effect of this kind of general influence on the national pat- 
tern of medical research with satisfaction not dismay. 

There is, however, a further possibility relating to the 
effectiveness of research supported by the federal govern- 
ment. The government now supports medical research 
largely by supporting projects. The efficacy of this sys- 
tem has been questioned. Drs. Deitrick and Berson," 
in their volume “Medical Schools in the United States 
at Mid-Century,” have said: “The project system of sup- 
port inevitably leads to direction of research by agencies 
outside the medical school and results in regimentation of 
the faculty and loss of freedom to follow their bent and 
their own clues to new knowledge.” This indictment, I 
believe, is extreme. Much support of medical research 
by the government, private foundations, private health 
associations, and industry for independent investigators 
in medical schools and universities is for broad rather 
than restrictive areas of inquiry and is of sufficient as- 
sured duration to permit necessary sustained effort. 

During the coming decade, there will undoubtedly be 
an evolution in the direction of support for even wider 
areas of investigation, primarily to provide leeway for 
the uncommitted investigator. One can predict that the 
trend will continue toward the so-called “block grant” 
and away from the defined project and that this trend will 
affect support provided not only by the federal govern- 
ment but also by private sources. One can also predict 
that the conditions under which funds for medical re- 
search will be provided will be increasingly affected by 
the interrelations between research and teaching. The 
adaption of the system to the stresses of growth has be- 
gun and will continue. 





la. Deitrick, J, E., and Berson, R. C.: Medical Schools in the United 


: at Mid-Century, New York, McGraw-Hill Book Company, Inc., 
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Stresses of Growth 


The rapid growth of medical research over the past 
decade has, as one would expect, created other stresses 
Deep-seated beliefs have been questioned. New organ- 
izational forms have arisen that implicitly challenge 
older ways of bringing investigators together. Without 
undertaking a thorough review of the current scene, | 
should like to discuss some of these areas of stress and to 
point out what seem to be clear gains and equally clear 
problems. 

One source of stress is the acceleration of the pace of 
research. We are buying time with money and compress- 
ing into a few years a volume of research that would have 
taken much longer in prewar years. This compression 
in time is made possible by several developments. Per- 
haps most important is the dramatically increased rate 
at which experimental data can be amassed. This, in 
turn, is due partly to more extensive and effective in- 
strumentation. Then, too, markedly improved means of 
collecting and analyzing morbidity and mortality data, 
expansion of facilities for collection of clinical data ona 
planned basis, and the introduction of the team concept 
to research on an unprecedented scale have contributed 
to the ease with which masses of data can be gathered. 

Individual Research.—Simple mention of compress- 
ing time by the expenditure of money to purchase a larger 
research program brings immediately to mind several 
truths and several problems. One of these truths is that 
some kinds of research cannot be bought by spending 
more money. Really significant new ideas are generally 
the product of one mind, stimulated by contact with the 
minds of others through talk or reading but still essen- 
tially a one-man product. Another truth is that effective 
research depends not only upon the slow process of 
amassing and verifying facts but also upon what Conant 
has called “new conceptual schemes that serve as work- 
ing hypotheses on a grand scale.” These new conceptual 
schemes are the product of a high order of individual 
intelligence and not of the team approach. One of the 
most significant problems facing all research is the estab- 
lishment of a set of conditions ensuring that the caliber 
as well as the number of investigators is higher than at 
any time in the past. 

In this connection, I think that any attempt to estab- 
lish the superiority of team research over individual re- 
search, or vice versa, is fruitless. The task is not to deter- 
mine which approach is inherently more effective but to 
ensure that problems that can best be approached by 
individuals are not attacked by teams and that those best 
attacked by teams are not left to individuals. And once 
problems are sorted out—a process that is largely but 
not entirely spontaneous—there remains the question of 
how the research of groups or individuals can be made 
most effective. One problem is to ensure that those who 
are by temperament lone wolves are permitted to work 
in an environment where they can be most productive. 
And, on the other hand, there are difficulties in making 
team research fully effective. A suitable administrative 
framework must be provided in which the clinician and 
the laboratory man, the psychiatrist and the biochemist, 
and the biophysicist and the cardiologist can work to- 
gether productively. 
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Institutional Research.—1 should like to turn now 
from stresses relating to the individual and the small 
group to some stresses that growth has imposed upon 
institutional forms for the conduct of research. Over the 
past decade, medical research institutes independent of 
or loosely related to universities have evolved in response 
to felt needs of various kinds. Among these have been 
the belief that an institute apart from the standard uni- 
versity or medical school permits easier and more effec- 
tive working relations among scientists with diverse 
training and viewpoints, an objective that becomes in- 
creasingly significant as the boundaries between the phys- 
ical and the biological sciences disappear. 

Dr. Detlev W. Bronk ? cogently stated this potential 

function of medical research institutes in 1944, when he, 
Dr. Conant, and Dr. Gregg undertook to assess the prob- 
able course of science in this country in the postwar 
decade. Dr. Bronk wrote: 
. . . The solution is to bring physicists and chemists, physical 
chemists and engineers, and experts in electronics, together with 
biologists of varied interests, into powerful organizations for 
biological exploration. The cross-fertilization of methods and 
viewpoints will engender new ideas and clarify old problems. 
New tools will become more readily available and will be used 
with less danger of error under expert supervision. The famili- 
arity of each worker with the general principles and problems 
of the others’ fields will insure the comprehension necessary for 
the success of corporate action. They may be institutes of bio- 
physics or of biochemistry. Or better, let them be institutes of 
biology where scientists may work, free from the limitations of 
boundaries and fortified by the assistance of others. To thus 
supplement the powers and resources of the individual investi- 
gator is the first function of a research organization. 


An additional force apparent in the establishment of 
some institutes has been the desire to create an environ- 
ment where investigators can be free to pursue research 
as a full-time endeavor, without the distraction of teach- 
ing, the practice of medicine, or other kinds of work. On 
the other hand, some investigators want and need the 
stimulus of teaching. Certainly the atmosphere of a good 
university or medical school is one of high intellectual 
expectancy, which in itself is a powerful stimulus to 
effective research. Both the research institute and the uni- 
versity have a role to play. As is the case with the debate 
over individual or team research, the problem is not 
one of picking sides but of undertaking to make both 
fully effective in fulfilling the missions they are best 
equipped to perform. 

The problems facing research institutes, universities, 
and medical schools are basically the same, and among 
them the adjustment to the problems of size is probably 
the most significant. The scale of medical research and 
the size of individual research organizations will, for 
better or worse, almost certainly continue to increase. 
For this reason, the critical problems of sustaining within 
large-scale enterprises an adequate degree of individual 
freedom and of maintaining the subtle conditions 
requisite to the most effective performance of research 
by the individual will probably become progressively 
more difficult. 





2. Bronk, D. W., in Proceedings of the American Philosophical Society, 
vol. 87, 1944, p. 309. 

3. Berry, G. P.: Finaneing the Harvard Medical School, Harvard M. 
Alumni Bull., April, 1955. 
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The increase in the volume of medical research has 

had a sharp impact not only upon the organization of 
research but upon medical schools. As a result of a 
marked increase in available funds, research in medica] 
schools has flourished in relation to the interrelated func- 
tions of teaching and community service. Some have 
interpreted this situation as indicating an overemphasis 
upon research that should be rectified by pruning back 
the volume of research that the schools conduct. Dean 
George Packer Berry,’ of the Harvard Medical School, 
has. stated the issue in terms applicable, in my opinion, 
to the entire medical school structure of the nation. He 
wrote: 
Has the Medical School reached the point of saturation on re- 
search? In a certain sense, it has. ... In a more valid sense, 
the School is not research poor... . Research and teaching must 
go hand in hand. The issue is to find out how to make research 
interlock more effectively with teaching to the end that the 
whole will be stronger than the parts. Jn the last analysis, the 
problem is to devise the way to make ourselves able better to 
afford our large research activities. Therein lies the answer to 
what is now an apparent paradox. 


Just how the general financial underpinning of the 
nation’s medical schools will be strengthened in order to 
resolve the chronic crisis in medical school financing re- 
mains a problem for the future. Unless the unrestricted 
gifts of individuals increase to many times the current 
volume, there appear to be only two sources from which 
money in adequate volume might be forthcoming— 
corporate earnings and federal taxes. The establishment 
of a sound financial structure for medical schools is most 
emphatically a problem that has not been resolved over 
the past decade. Unless effective efforts are made to 
resolve this problem, standards not only of medical re- 
search but of medical teaching and medical care in this 
country will be seriously threatened. 


Education and the Support of Research 


This question of the interrelations between research 
and teaching is one that deserves further elaboration, be- 
cause one encounters here a set of policy problems of 
utmost significance for the future. These problems are 
complicated, but they can be analyzed in terms of a 
fairly simple scheme. 

Consider first the fundamentals of support for research 
as an entity in itself. Basically, three things are required 
—well-trained manpower in adequate numbers, ade- 
quate physical facilities, and funds for current support. 
It is the latter element of this triad that I have dis- 
cussed in some detail. Conceptually, support for current 
research is designed to permit more adequate use of the 
existing supply of trained manpower and existing fa- 
cilities. Conceptually, support for the training of man- 
power and for construction of research facilities is de- 
signed to expand the national potential for medical re- 
search. When one examines the past decade, it is evident 
that the major development has been expansion of sup- 
port for current research, rather than support for train- 
ing of manpower and for construction of research fa- 
cilities. Facilities have been built and manpower has 
been trained, but these two elements of the triad have 
been subordinate to provision of funds for current re- 
search. 
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When one looks ahead, it seems fairly clear that rela- 
tively greater emphasis must be placed upon the pro- 
duction of investigators of high competence and upon 
expansion of laboratory facilities. This relative shift 
in emphasis has in fact begun. Both private and public 
organizations supporting research are paying increasing 
attention to the difficult problems involved in establish- 
ing the conditions necessary for stable research careers 
with assurance of a reasonable degree of economic se- 
curity. Further efforts in this direction are called for, 
and the medical research plant of the nation—particu- 
larly in medical schools—should be extensively modern- 
ized and expanded. 

When one thinks in such terms, the relation of re- 
search support to medical education and to other higher 
education becomes clear. For just as the provision of 
support for current research impinges upon the teaching 
function, construction of research facilities cannot be 
disentangled from the total needs of medical schools and 
universities for space. Similarly, it is ‘logical and difhi- 
cult in practice to separate wholly the instruction of the 
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potential investigator from the instruction of the total 
student body. Finally, a substantial proportion of the 
faculty in a first-rate institution must be both investiga- 
tors and teachers. 

One is therefore led to consider the possibility that in 
the long run the best approach to either private or public 
support of medical research may not be to aid research 
solely by direct support for this function. Rather, it may 
be wise to strengthen the medical school and universities 
totally and quite directly, leaving to them more inde- 
pendence in arriving at decisions as to the relative em- 
phasis to be given to the research and teaching func- 
tions. If such an approach were followed, funds for 
general construction would be provided, rather than 
funds for research construction alone. Funds for general 
operating expenses would be provided as well as funds 
for fellowships, for current support of research, or for 
other limited objectives. Over the next decade, this ques- 
tion of the balance between specific and general aid will 
probably be close to the center of the stage as events 
unfold. 





THE PEDIATRICIAN EXAMINES THE MOTHER AND CHILD 


INTRODUCING A CHART TO RECORD GROWTH AND PERFORMANCE 


E. Robbins Kimball, M.D., Evanston, Il. 


The first purpose of this paper is to show how a physi- 
cian can routinely examine and record the well child’s 
growth and performance when he visits the doctor. An 
analysis of some of the factors affecting the child’s adapt- 
ability and what the physician can do about it is the sec- 
ond purpose. 

More than 10 years ago in the Evanston Infant Wel- 
fare Society some of the tests of Dr. Arnold Gesell came 
into use for education of staff members and for the men- 
tal testing of the infants. Considerable variation in re- 
sponse was noted, and interest was aroused in trying to 
discover why this occurred. Shortly, it seemed evident 
that the child’s emotional reactions in the test situation 
seemed greatly affected by the presence of his mother. 
In some, staff members could establish rapport quickly, 
but many children between the ages of 1 and 4 stared 
questioningly and fearfully or cried and clung to their 
mothers. There were a few who always smiled and did 
exactly what was asked of them. These children per- 
formed up to and beyond their developmental levels, but 
they were no smarter than most of their more cautious 
contemporaries. Experienced clinicians have observed 
this many times. It is an old trick to send the mother 
from the room to get the child to cooperate. As the chil- 
dren were tested, it became increasingly more interesting 
to watch the mothers. Gradually, the child and the 
mother were thought of as a unit. It seemed that the 
mother’s calmness, or lack of it, was one of the determin- 
ing factors in the child’s ability to perform in the test 
situation. These, and other determining factors, were 
recorded longitudinally on a chart developed especially 
lor that purpose. 


¢ The reactions of children in test situations were 
found to be affected not only by the presence of 
the mother during the test but also by the person- 
alities of the parents when neither was present. 
The performances of 363 children in a standard 
test situation were classified as showing more or 
less than average adaptability. The results showed 
great differences in individual children and parents. 

The normally adaptable child enjoyed the tests. 
Others showed excessive caution, or great fear, or 
a bold aggressiveness calloused against direction. 
This was especially evident from the age of 10 
months through the third birthday. The figures con- 
firmed previous reports that a child is generally 
less adaptable if it is a first child, has nervous 
parents, has not been breast fed, and has his world 
expanded faster than he can developmentally 
handle. 


Compartmentation, by using a playpen and other 
fenced-in areas to separate the child at regular 
times from the adult world, gave many nervous 
mothers relief, decreased the number of accidents, 
and tended to prevent the child’s techniques of 
resistance to adults from becoming habitual. The 
use of compartmentation increased the adaptability 
of the school child more than twofold and that of 
the toddler nearly fourfold. 





From the Pediatric Department of Northwestern University Medical 
School, Chicago, and the Division of Pediatrics at the Evanston Hospital 

Read before the Section on Pediatrics at the 104th Annual Meeting of 
the American Medical Association, Atlantic City, June &, 1955 

Elizabeth Savage, R.N., and Ingeborg Jorgenson, R.N., of the Evanston 
Infant Weifare Society, helped make the observations 

This study was supported in part by a grant from the Evanston Infant 
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The Chart and Its Use 


On the first page of the chart (fig. 1) the age in 
months for the first two years extends along the abscissa. 
The developmental tests appear as symbols in capital 
letters along the ordinate. A legend explaining the sym- 
bols appears in table 1. Heavier horizontal lines extend 
from the developmental symbols to a diagonal line that 
intersects where the vertical line representing age crosses 
the horizontal line representing development. When the 


TABLE 1.—Tests and Symbols 


Age, 
Mo. Symbol Ability of Child 


1 § 1 Fixes upon the stethoscope dangling 10 fn. above his 
eyes while lying supine but cannot follow the stetho- 
scope when it is moved out of line of vision 

2 8 2 Follows the same dangling stethoscope 90 degrees side- 
ways and 180 degrees up and down (supine) 

B 1 Grasps block when placed in hand (supine or sitting) 

3 S 3 Stares prolongedly at the dangling stethoscope (supine) 

B 2 Takes a fleeting glance at the block on the table top 
(sitting) 
Ba Watches ball rolling on table top (sitting) 
4 S 4 Dangling stethoscope excites activity of hands and 
arms (supine) 
B 3 Stares at block on table top (sitting) 
B 4 Looks at block in his own band (sitting) 
P I Watches a rolling pill on the table top (sitting) 

5 S 5 Closes in on dangling stethoscope with both hands 
(supine) 

B 5 Puts block in his mouth when block comes in contact 
with his hand (sitting) 

6 (All tests are performed with the small white table across his 

knees or sitting at a table) 
S 6 Grabs the stethoscope with one hand on the table top 
B 6 Picks up 1 block on sight, pays no attention to a 
second block 
Grasps pill with a fumbling motion of his fingers 
7 B 7 Bangs block on table top 
P 3 Rakes in pill with all fingers 
bs B 8 Passes block from one hand to the other 
BB2 Picks up 1 block and looks at second block 
P 4 Rakes in pill with fingers but beginning to use thumb 
and index finger in pincer-like movements 
" BB6 Picks up the first and then the second block on sight 
P 5 Plucks pill with fingers extended 
10 BB Compares blocks—1 in each hand 
P 6 Plucks pill with fingers curled 
il Cu Recovers block from under cup 
B 
12 Cu-B Imitates placing 1 or more blocks in cup 
Wi Imitates seribbling 
15 BB Places 1 block upon another 
ys Drops pill into bottle 
Is 8 . Builds a tower of 3 blocks 
»” 4 “ Builds a tower of 4 blocks 
24 6 > Builds a tower of 6 or 7 blocks 
6 BB Imitates the making of a train with blocks 
WwW? Copies a straight line 
30 10 “ Builds a tower higher than 10 blocks 
36 oO Copies a circle 
os Copies a cross 
RA imitates the making of a bridge with 3 blocks 
48 0 Copies a square 
60 A Copies a triangle 


child performed, a small cross was made where the verti- 
cal line representing age crossed the horizontal line repre- 
senting development. Also, the appropriate symbols 
along the ordinate for whatever tests performed were 
checked with pencil. 

On the second page of the chart the abscissa shows the 
age in years from 2 to 18 (ages 2 to 10 only are shown 
in fig. 1 and 2). The developmental tests up to the third 
grade are along the ordinate. In fine print along the 
ordinates of both the first and second pages are some 
of the usual developmental accomplishments, listed under 
the categories of smile, roll, sit, crawl and toilet training. 






J.A.M.A., March 24, 1956 


A cross was made where the line representing age 
crossed the appropriate horizontal. The information was 
recorded from what the mother told us before the de- 
velopmental or physical examination was attempted. 
(Actually the data were recorded in three colors. Of the 
developmental data, what the mothers told us was re- 
corded in green and the workers observations were re- 
corded in red. Physical growth was recorded in black.) 
It was a habit to obtain this information while the child 
was becoming acquainted with the test toys. The mothers 
also made known their problems at this time, and ques- 
tions were asked of them to enrich the brief develop- 
mental examination that immediately followed. 


Materials Used 


The materials used in this study included: (1) the 
usual examining table, near which the mother sat and 
comforted her infant lying supine or supported him ina 
sitting position, depending upon what tests were used; 
(2) a stethoscope; (3) about 12 1-in. square blocks 
made of wood and painted bright red; (4) a pill, dark in 
color, about % in. in diameter, that could be rolled about 
on the table top (a small hard-shelled vitamin capsule 
was useful because it made a noise); (5) small wooden 
table measuring 14 by 10 in., painted white, with 6-in. 
legs that were fixed or collapsible (table top was rimmed 
with a %4-in. elevation to keep the pill from rolling off); 
(6) aluminum measuring cup; (7) red rubber ball the 
size of a tennis ball; (8) 11-oz. glass bottle, with mouth 
1 in. wide; and (9) red and green pencils. 


Method of Testing 


In testing, the approach to the child was always made 
in the same manner—quietly and easily before a physi- 
cal examination was made. Those performing the tests 
learned to speak softly and not to stare at the child. 
Staff members pretended that their interest was in the 
test toys; frequently the child was asked to perform at 
half his age level to get him started. If he still seemed 
frightened, his mother was asked to hold him on her lap. 
Many years of watching one of the teachers, Dr. Douglas 
Buchanan, approach and examine the child neurolog- 
ically was an inspiration in standardizing these tests and 
making them usable in a busy clinic or office practice. 

How the child performed was important, and such 
remarks as “good exam—smiles,” “indifferent—poor 
exam,” “over cautious—poor exam,” “cried and clung 
to mother—no exam,” “good exam—cried during physi- 
cal exam,” “wants to do it his own way—poor exam,” 
and “not up to his developmental level,” were written in 
vertically opposite age. When there was no performance, 
and the test had been tried for about a minute, an arrow 
was made along with the appropriate remark. In this way 
it was evident at a glance just how often there was rap- 
port with the child in the test situation (fig. 1 and 2). A 
smile was always recorded. When the child cried, the 
cry was recorded along with how abruptly he stopped. 


Physical Growth 


99 66 


The progress of physical growth was also recorded. 
The weight and height curves were constructed from 
two sets of measurements. Those from birth to 5 years 
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we:e made by Dr. Harold C. Stuart,’ from white children 
of North European ancestry living in or near Boston. 
Thev were mostly from families in the lower economic 
brackets, but they were healthy. Those from 5 to 18 
years were based on similar studies in lowa City by 
Howard V. Meredith.? The children in this group were 
predominantly from the professional and managerial 
families. At 5 years of age the Iowa City children are 
slightly heavier and slightly taller than the Boston chil- 
dren, but for practical purposes the data are similar; 
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80th percentile. She is heavier than 80% of the healthy 
children her age and lighter than 20%. 


Compartmentation 


Assuming that the child does not really understand 
what belongs to him and what belongs to his parents 
until he is 4 years old, I believe that for about one-half 
his playing hours (four hours per day) he should be re- 
lieved of the responsibility of not touching the posses- 
sions of adults. 
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Fig. 1.—A boy (case 2) was the second of two children. His mother and father are both smart and calm. Almost perfect compartmentation was prac 
uced. He was examined 16 times, always with perfect rapport. No arrows were recorded; therefore, his percentage of arrows is zero. His adaptability is 


excellent at home, at school, and among his friends. The symbols are explained in table 1. 


therefore, the curves were made continuous. The 10th 
and 90th percentiles are in heavy lines and the 3rd and 
97th in light lines; the boys are shown by solid lines and 
the girls by broken lines. The 50th percentile is midway 
between the appropriate 90th and 10th percentiles. The 
curves for the circumferences of the head were con- 
tinued only through the second year, since after that the 
increase is approximately 1 cm. (0.4 in.) per year until 
growth is attained. Percentiles are easy to explain. For 
example, a child (case 1), as shown in figure 2, at one 
year of age weighed 10.9 kg. (24 Ib.), which is in the 


In lower case bold-faced type along the ordinates (fig. 
1 and 2) are the categories playpen, gated room, gated 





1. (a) Vickers, V. S., and Stuart, H. C.: Anthropometry in the Pedia 
trician’s Office: Norms for Selected Body Measurements Based on Studies 
of Children of North European Stock, J. Pediat. 22: 155-170, 1943 
(5) Stuart, H. C., and Stevenson, S. S., in Mitchell-Nelson Textbook of 
Pediatrics, edited by W. E. Nelson, ed. 5, Philadelphia, W. B. Saunders 
Company, 1950, pp. 60-61 and 66-67 (tables 7 and 9) 

2. Stuart, H. C., and Meredith, H. V.: Use of Body Measurements 
with School and Health Program, Am. J. Pub. Health 36: 1365-1386, 
1946. Meredith, H. V., in Stuart and Stevenson,” pp. 62-65 (table 8): 
Stature and Weight of Children of the United States with Reference to 
the Influence of Racial, Regional, Socioeconomic and Secular Factors, 
Am. J. Dis. Child. 62: 909 (Nov.) 1941. 
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porch, fenced yard, strategic gates, and nursery school. 
These represent the methods used to separate child play 
from adult dangers. A single square, shaded at the 
appropriate age, means that the child was being com- 
partmentized by one of the methods indicated. For ex- 
ample, in figure 1, one child (case 2) averaged two to 
three hours each day in the playpen from age 5 to 18 
months. He was then in a gated room downstairs or 
upstairs or out-of-doors in a fenced-in yard, weather 
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mentation was accomplished effectively by tethering o 
using strategic gates. In most homes four gates stra. 
tegically located were required to separate the child irom 
the adult gadgets and trouble. If a toddler under 4 year; 
of age and not in nursery school had the run of the house 
except for one or two gates strategically located, then 
only one-quarter or one-half of the appropriate square. 
respectively, was shaded. To clarify this point the moth- 
ers were asked whether there were enough gates stra. 
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Fig. 2.—A girl (case 1) was the first child. Her mother was nervous, refused to breast feed, and refused to compartmentize. Poor rapport is recorded by 
arrows in 66% of the examinations. She is doing good school work but is not popular in her neighborhood. Adaptability is below normal. The symbols 


are explained in table 1. 


permitting, for two to four hours each day until age 4 
years. Ai age 4/2 he went to nursery school. In figure 1, 
the squares in the graph opposite the categories of 
playpen, gated room, and fenced yard are shaded. When 
the square is half shaded it means the child was compart- 
mentized two hours per day; a whole square indicates 
four hours. When two full squares are shaded it indicates 
eight hours per day. 

The record of one child (case 2) shows 100% com- 
partmentation (fig. 1), complete absence of arrows, and 
excellent adaptability. In some of the instances compart- 


tegically located so that she could nap while the child 
was playing. When the child went to nursery school 
mornings a full square was shaded, and when he went the 
entire day two squares were shaded. One child (case |, 
fig. 2) had little or no compartmentation. After she 
could move about she ran loose through the house. 
Double squares opposite free run were shaded at age 9 
months, until this child entered school after 5 years of 
age. Figure 2 shows compartmentation was zero, per- 
centage of arrows was 66, and adaptability was below 
average. 
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(n this study compartmentation was considered 100% 
if the child was kept in a playpen two to four hours each 
day the first year, a gated room and fenced-in yard the 
second and third years (or reasonable facsimiles), and 
nursery school the fourth year (fig. 1). If he were com- 
partmentized any three of his first four years, it was con- 
sidered 75% compartmentation, any two years was con- 
sidered 50%, and any one year was considered 25%. 
Free run of the house as soon as he could move about 
was considered no compartmentation (fig. 2). 


How Mothers Were Told to Compartmentize 


Compartmentation was recommended when it seemed 
feasible. The playpen, gates, fenced yard, and tethering 
depended upon the resourcefulness of the parents. If a 
3-year-old or 4-year-old seemed unusually adaptable, a 
nursery school usually was not considered necessary. 
Sometime before the baby crawled, the mother was told 
to put the baby in a playpen and keep him there a total 
of four hours a day. Before he became bored, a gated 
room was planned and used for short intervals to relieve 
the boredom of the playpen. Later the playpen was used 
as relief from the boredom of the gated room. Still later 
tethering, a fenced yard, or a larger area enclosed by 
multiple gates was used, and occasionally the playpen 
indoors or out-of-doors was used for relief. When the 
child had the free run for several weeks he objected 
strenuously to being recompartmentized. It was usually 
accomplished in four days by using the multiple pasture 
method—letting him cry 15 minutes in each enclosure 
before soothing him briefly and rotating the enclosure. 
The mothers who failed to recompartmentize invariably 
gave up before the fourth day. 


The Problem 


When a child was found who had the ability to perform 
the tests but did not, frequently there were also adults 
in the home who were projecting their ideas upon him in 
such a way that he looked with questioning, frequently 
with apprehension, and too often with great fear at all 
adults, including the examiner. This excessive caution 
in the test situation, which was recorded with an arrow, 
usually began at 10 months and lasted through the third 
birthday. Sometimes, instead of increased caution, an 
arrow represented a bold aggressiveness, calloused 
against direction, and the child went his own way and 
made numerous swirling circles instead of one neat one. 
On the other hand, those who had no arrows recorded 
were truly unusual children. They smiled a lot, were 
cooperative during physical. examinations, and barely 
cried when given immunization injections. They usu- 
ally had calm and smart parents. The factors associated 
with these differences are the subject of this study. Only 
well children who have been followed from birth and are 
old enough to enter kindergarten are included in this 
study. Their ages range from 5 to 10 years. Each was 
judged separately for adaptability. Without looking at 
the child’s longitudinal record, a decision was made as to 
whether each was above or below average in adaptability. 
The basis for this decision was what the mother told, 
(he teacher’s report, and the examiners’ general impres- 
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sions after an acquaintance of 5 to 10 years. Some of 
the complaints in the nonadaptable children, were: “not 
working up to capacity,” “not popular,” “always doing 
something wrong,” “eats too much,” “does not cooper- 
ate,” or “does not want to go to school.” 

The opinions of the infant welfare nurses were taken 
concerning adaptability of the infant welfare children, 
because they knew these children better. These nurses 
consulted the teachers, made frequent home visits, and 
attended the infant welfare conferences. In several in- 
stances the mothers themselves had been patients in the 
infant welfare society, and their rearing had been guided 
by the same nurses. The mothers and fathers were di- 
vided into five categories: (1) smart and calm, (2) fairly 
smart and fairly calm, (3) smart and nervous, (4) not 
smart but calm, and (5) not smart and nervous. 

Other factors studied that seemed to affect adapta- 
bility were the sex, the place in the family, breast feed- 
ing, and the amount of compartmentation practiced by 
the parents. In addition, there were other factors that 
were not at all environmental. A large number of chil- 
dren, especially in private practice, seemed to be unusu- 
ally sensitive. A few were so different from their siblings 
and parents that it seemed as though the brain was made 
differently or possessed a lesion that was undetectable 
neurologically. Detailed prenatal and natal irregularities 
are now being studied. In this study, as far as it is prac- 
ticable, only the environmental factors are being com- 
pared. 

Since 1945, longitudinal data have been collected on 
more than 3,000 patients. Of those, from the private 
practice files, only about half have been analyzed. There 
has been no selection other than alphabetical. Of these, 
282 patients are included because they have been fol- 
lowed regularly for 5 to 10 years. Those who are not 
included were under 5 years of age, moved away, were 
not followed from birth, changed doctors, could not be 
located, or were not well children. Some 175 infant 
welfare patients were analyzed. Of these, 81 are included 
in this study. Those not included have moved away or 
could not be traced. In all, there are 282 private practice 
patients and 81 infant welfare patients, giving a total of 
363 children between the ages of 5 and 10 years. The 
factors affecting these children’s adaptability and the 
average percentage of arrows found in the longitudinal 
data are compared in tables 2, 3, 4, and 5. 


Results 


Table 2 shows there were more group | parents of 
adaptable children than there were group 1 parents of 
nonadaptable children in both the private practice and 
infant welfare groups. Also, there was a higher percentage 
cf nervous mothers (groups 3 and 5) of nonadaptable 
children in both groups. 

‘The breast-feeding percentages were higher in private 
practice than in the infant welfare group (table 3). The 
percentage of mothers of adaptable children who did not 
attempt nursing was less than one-half that of mothers 
of nonadaptable children in the private practice group. 
There was no significant difference in the infant welfare 


group. 
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There were more adaptable younger children than first 
children. In table 4, the adaptability of parents means 
only the group | parents. In table 5 the categories of 
mothers are divided into nervous and calm. Either way, 
adaptable parents had a higher percentage of adaptable 
children. In table 4, compartmentation is presented in 
average percentage, i. e., the average child of the 185 
adaptable children had 60% compartmentation. This 
means each child averaged four hours a day in a playpen 
until he was over a year old. He was then gated away 
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arrows is zero. In contrast, in figure 2 another child 
(case 1) was examined 12 times, and eight arrows were 
recorded (66%). The average percentage of arrows 
was: obtained by totaling the percentage and dividing 
by the number in the group. In table 5 the average per. 
centage of arrows for the children representing various 
adaptability factors are compared. The younger child. 
the children of calm mothers, the breast fed, the full 
compartmentized, and the adaptable children all had 
a lower percentage of arrows (table 5). 


TABLE 2.—Categories of Ability and Temperament of the Parents of 363 Well Children Followed from Birth for Five to Ten Yea) 





Private Practice 


Intunt Welfare 


rn - —__—_ —— 
Adaptable Nonadaptable Adaptable Nonadaptable 
Father Mother Father Mother Father Mother Father Mother 
7 rc - - _ ———~, Fm -_~ | - a - em _ = 
Grouping of Parents No. % No. 7 No. / No. o/ No, % No. % No. % No. 

1 (smart and ealm)............ &8 47 7s 42 33 34 19 20 9 20 15 29 1 3 0 ( 

2 (fairly smart and fairly ealn) 91 11.5 22 12 15 16 13 14 10 2% 10 % 9 25 7 19 

3 (smart and nervous).......... 72 39 80 43 42 43 45 46 7 Ij 8 18 3 8 10 ? 

4 (not smart and ealm)........ 3 2 } 2 2 2 9 9 6 14 4 9 12 32 8 23 

5 (not smart and nervous)..... 1 O5 2 1 5 11 1] 12 27 7 16 12 32 12 3 





TAvLe 3.—Amount of Breast Feeding by 


Mothers of 363 Well Children Followed from Birth for Five to Ten Years 





Breast feeding not attempted...... 
reas’ Ted 00 BS WO... ccccccccesess 

Breast fed & to 6 MO......<cccccces- . 
Breast 


fed 6 mo. and over 


Private Practice Infant Welfare 


aaiaseneianail e —-s aoe : “A a 
Adaptable Nonadaptable Adaptable Nonadaptable 

” net tention a =_— — = ” —— nis | " . = 
No. % No. % No. % No % 
24 13 28 29 19 43 17 46 
85 46 34 35 14 3? 10 27 
36 19 17 17 6 13 7 19 
40 22 18 Is 5 12 3 8 





TABLE 4.—Factors Affecting Adaptability in 


363 Well Children Followed from Birth 


for Five to Ten Years 





BRO. Of ebibivem........000- 
Boys 
Ne a 
Sere 
Younger ehild 


Adaptability of parents 
SNE TS iit dricccois wdganecbatcn econ 
Not breast fed, % 


Av. %, compartmentation.............. 


Private Practice Intant Welture 


Ger ~ aa ; . 
Adaptable Nonadaptable Adaptable Nonadaptabk 
185 97 44 37 
7 Mi 24 19 
Gs 41 20 18 
x6 76 18 7 
g9 2) ea 
Pr een ennenee we a ae - ‘od = 
Father, Mother, Father, Mother, Father, Mother, Father, Mother 
tay J « € ¢ « tf o c 
t Z ‘ t t t 
47 42 of ly 20 34 3 0 
7 70 a7 4 
13 29 43 46 
“ " 14 





from the adult world for four hours a day until he was 
2 years old. After that he had only 10% of the ex- 
perience he should have had tethered out-of-doors or 
loose in a fenced yard. The 14% compartmentation for 
the nonadaptable infant welfare child means that the 
average of this group was out of the playpen shortly after 
he could creep. 

The categories of compartmentation and the number 
of children in each group are listed in table 5. Also in 
table 5, the average percentage of arrows is compared 
with the factors that make for adaptability or nonadapta- 
bility. The percentage of arrows for one child is the 
number of arrows found for all his examinations divided 
by the number of examinations. For example, in figure 
1, one child (case 2) was examined 16 times, but no 
arrows were recorded; therefore, his percentage of 


TABLE 5.—Average Percentage of Arrows from Multiple 


Examinations of 363 Well Children Followed 
trom Birth for Five to Ten Years 
Private Infant 
Practice Wel. are 
" Me. % No 
ESPON CEI Re Neen an ee ee cate 143 24 43 4 
WT saets ir te pee RAY OR ER Ew 1 139 27 38 ‘ 
a Ee Pe ee Oe oe eee ee 162 32 35 
IN I oct hc cnadeeseccsanss 120 17 46 
Calm mothers (groups 1 and 4)......... 108 18 28 
Nervous mothers (groups 2, 3, and 5).. 174 30 3 : 
I See iia cl cue scle dt dee taaae dé 234 21 44 
BE. I I so sincciedivvanin $end deus ae 48 38 37 
Full compartmentation.................. 60 11] None ote 
% compartmentation.................... 33 21 4 ‘ 
1%» compartmentation....... ne a 4 20 10 
% compartmentation.................... 70 37 29 
No compartmentation................... 5d 40 38 
Adaptable (multiple opinions).......... 185 18 44 


Nonadaptable (multiple opinions)...... 97 41 37 
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Comment 


In the private practice group breast feeding was higher 
than in the infant welfare group because one physician, 
who believed in breast feeding, managed them. In the 
infant welfare group there were at least two different 
physicians managing each patient and the pressure to 
breast feed was not well sustained. Compartmentation 
was not practiced extensively among the infant welfare 
sroup because of the overcrowded living conditions. A 
few clever mothers made ingenious make-shifts. Others 
lived primitively, by putting much out of the toddler’s 
reach. In my opinion, the latter is a poor substitute for 
compartmentation. 

There were sO many more arrows among the first 
children in a family because many of the parents of the 
first child, being unfamiliar with growth, expected this 
child to perform at about twice his developmental level. 
The overcautiousness or bold aggressiveness without 
purpose became effective techniques of resistance against 
adults, particularly grandparents, doctors, teachers, bar- 
bers, and shoe clerks. It usually disappeared when the 
child grew to what was expected of him. Many of these 
parents would have been indignant if a school system 
had tried to force their 9-year-old child to master a topic 
such as calculus. Yet, many often persisted in teaching 
their 2-year-old child the differences between mine and 
thine, not to spill food, not to suck his thumb, to give up 
his bottle, and many other habits that he was not ready 
to master until twice that age. The small child became 
more adaptable when his world was primitive, but most 
of the parents could not live in a nursery. Therefore, 
they had to be shown how to separate themselves from 
the child’s world. The arrows most often disappeared as 
soon as the child escaped the adult “no” for one-half his 
play hours. Compartmentation gave the nervous mothers 
relief, decreased the number of household accidents, and 
tended to prevent the child’s techniques of resistance 
from becoming habitual. 

The small child usually enjoyed the developmental 
examination so much that the few minutes spent doing 
and recording it was more than saved during the physical 
examination, which was done more quickly and accu- 
rately with a cooperative child. Also a quiet office, even 
when the child did not perform, put the physician in a 
stronger position in counseling parents. The examiner’s 
advice became more precise when a visit-to-visit record 
was kept on how the mother and child affected each 
other. The weary mother was urged to use some form 
of compartmentation. Sometimes it was recommended 
that the mother herself get a complete physical examina- 
tion to find if she had a low-grade infection. Often when 
the mother brought in her second child, who was a 
nursing infant, her real trouble was her older toddler, 
who was getting into trouble. A glance at this child’s 
chart told us how many arrows the child had and the ex- 
tent of compartmentation. Tangible advice about com- 
partmentation, which was considered not worthy of the 
only child, was now gratefully received. 

Fveryone who has observed these testing methods 
agrees that they demonstrate great differences in indi- 
vidual children and parents. It is obvious that environ- 
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mental factors affected the adaptability of 363 children 
between the ages of 5 and 10 years. How important or 
how permanent these factors are have not yet been ob- 
served. Experience has taught ever-increasing respect 
for the inherited constitutional differences of individuals. 
As busy physicians, the examiners knew they changed 
very little the nervous children or nervous parents. Some- 
times the examiners helped them to live more simply. 
Often the examiners were successful in teaching the 
mothers to breast feed, and there was a striking increase 
in adaptability while suckling, with significant carry over 
even into the school years. When there was success in 
teaching compartmentation, there appeared more than a 
twofold increase in adaptability in the school child and 
almost a fourfold increase in the toddler. All techniques 
of resistance against adults correlated with the recording 
of a high percentage of arrows, and both had a negative 
correlation with the amount of compartmentation, both 
totally and longitudinally. 


Conclusions 


It has been possible to devise a chart to record growth 
and performance in children from birth to age 5 or 10 
years. Periodic developmental appraisals standardized as 
to rapport with the examiner are helpful office or clinic 
tests of how well the parents and children are living 
together. In 363 children followed, a high percentage of 
poor rapport in the test situation (high percentage of 
arrows) in the preschool years correlated with less than 
average adaptability after the child got to school. The 
reverse was also true. Some of the factors in the child's 
environment that make for nonadaptability were recon- 
firmed, i. e., being a first child, having nervous parents, 
the lack of breast feeding, and having his world expanded 
faster than he can developmentally handle. The use of 
compartmentation increased the adaptability of the 
school child more than twofold and that of the toddler 
nearly fourfold. 


636 Church St. 





Alopecia Areata.—Among dermatologists the hypothesis that 
alopecia areata is precipitated by emotional stress has long been 
popular. What has not been sufficiently emphasized is the fact 
that these patients have also had serious mental and emotional 
difficulties for many years preceding the alopecia. It may well 
be . . . that the role of precipitating factors is of less impor- 
tance than is usually assumed. While the etiology of alopecia 
areata is not known, it apparently occurs predominantly in pa- 
tients who are emotionally disturbed. In this era of psycho- 
somatic medicine, with emphasis on treating the whole person, 
these findings carry certain implications for treatment. Conven- 
tional dermatologic measures alone do not adequately meet the 
needs of many of these patients. Frequent visits for chemical 
applications or ultraviolet irradiation, in the absence of adequate 
reassurance and explanation, may produce greater anxiety and 
be harmful. Misconceptions about alopecia areata are not un- 
common among patients, and the dermatologist can afford them 
considerable relief by explanation and reeducation. . . . Reas- 
surance may be the best treatment. If the patients will accept it, 
psychiatric consultation may often be of great benefit. It appears 
definitely indicated before treatment with cortisone is instituted, 
in view of the frequent psychological side-reactions to this drug. 
. . . Heretofore undue emphasis has been placed upon the acute 
disturbance and not enough on the long-standing problems of 
these patients.—S. I. Greenberg, M.D., Alopecia Areata, A.M.A., 
Archives of Dermatology, November, 1955. 
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DEATH DUE TO GANGRENOUS CHOLECYSTITIS AND PERITONITIS 
FOLLOWING UNRELATED SURGERY 


Joseph F. Levin, M.D., Philadelphia 


During the past year I have observed two instances of 
death following surgery unrelated to the biliary system 
that at postmortem examination were found to be pri- 
marily due to gangrenous cholecystitis with perforation 
and peritonitis. This has prompted me to survey the 
autopsy records of the Albert Einstein Medical Center, 
Southern Division (formerly Mt. Sinai Hospital), for 
similar cases. Two additional cases occurring in the pre- 
vious 11 years have been uncovered. The summaries of 
these four cases follow. 


Report of Cases 


Case 1.—A very obese 61-year-old male was admitted to Mt. 
Sinai Hospital on July 19, 1943, with hematuria. The medical 
history was essentially negative. Cystoscopy revealed a large 
smooth prostate, with bleeding from the bladder neck. Supra- 
pubic prostatectomy was performed in two stages on July 19 and 
Aug. 5 without complication. The patient did well until Aug. 11, 
when bladder hemorrhage resulted in shock with a fall in blood 
pressure to 60/45 mm. Hg. The hemorrhage was quickly 
controlled and the blood pressure restored to normal levels 
after several hours. The temperature spiked to 102.4 F (39.1 C) 
and during the following two days reached 103 F (39.4 C). 
Though physical examination was unrevealing, the patient ap- 
peared critically ill. On Aug. 16, the temperature reached 105 F 
(40.5 C). At this time rales were heard at the right lung base and 
respirations were rapid and shallow. The abdomen was normal. 
The leukocyte count on two occasions was 11,300 and 14,000 
per cubic millimeter, with a shift to the left. The patient's 
condition became increasingly worse, and he died Aug. 18, 1943, 
30 and 13 days, respectively, after surgery. At autopsy a mark- 
edly gangrenous, thin-walled gallbladder was found, with a dii- 
fuse seropurulent peritonitis. No stones were seen; 1,200 cc. 
of purulent fluid was present in the peritoneal cavity. The left 
kidney showed pyelonephritis with multiple abscesses; the right 
showed early subchronic pyelonephritis. The lungs revealed 
moderate congestion and atelectasis. 

Case 2.—A moderately obese 73-year-old male was admitted 
March 11, 1950, for removal of a cataract of the left eye. The 
medical history was essentially negative. Systemic review dis- 
closed fatty food intolerance. Physical examination on admission 
revealed a blood pressure of 190/105 mm. Hg, a cataract of the 
left eye, and a small, firm prostate. The cataract was extracted 
on March 13. On March 16, a large, gaping superior corneoscleral 
wound was cleaned and sutured. The next day anorexia, nausea, 
and slight vomiting began. Abdominal distention was noted the 
following day, and a roentgenogram of the abdomen showed 
“the picture of adynamic ileus.” The temperature spiked to 101 F 
(38.3 C) on March 21, five days afier the second surgical pro- 
cedure, and reached 102 F (38.8 C) two days later. The patient’s 
condition continued to deteriorate despite intensive treatment. 
On March 28, 15 and 12 days, respectively, after eye surgery, 
the patient died after an episode of acute pulmonary edema. A 
leukocyte count on March 23 showed 11,400 cells per cubic milli- 
meter, with a marked shift to the left. A chest x-ray taken at the 
bedside the same day showed an increased density in the right 
lower part of the chest that was interpreted as possible pneu- 
monitis. At autopsy an extensive, acute, gangrenous cholecystitis 
with perforation and a localized right upper quadrant bile peri- 
tonitis was found. No stones were seen. Bilateral lower lobe 
bronchopneumonia and slight cardiomegaly were also present. 





From the Department of Pathology, Albert Einstein Medical Center, 
Louthern Division. 


* Two cases of fatal peritonitis after surgery un- 
related to the biliary tract were explained post 
mortem by the finding of acute gangrenous chole- 
cystitis. Two similar cases, in which the diagnosis 
had not been made ante mortem, were found in 
records of previous years. In addition, the records 
disclosed cases of postoperative cholecystitis that 
were diagnosed, treated, and cured. Certain meas- 
ures will facilitate diagnosis if the possibility of 
this dangerous complication is kept in mind. The 
hazard exists when surgery is performed in elderly, 
obese males. 





Case 3.—A moderately obese 76-year-old male was admitted 
on Sept. 18, 1953, with acute urinary retention due to benign 
prostatic hypertrophy. There was a long history of prostatism. 
The medical history and systemic review are not recorded. Ex- 
amination on admission revealed a blood pressure of 140/70 
mm. Hg and a 4+ prostatic hypertrophy. Examination was other- 
wise unremarkable for an aged male. An indwelling catheter was 
inserted immediately, and four days later the first stage of a two- 
stage prostatectomy was done. The postoperative course was 
uneventful, and seven days later the second stage was done, a 
prostate weighing 216 gm. being removed. On Oct. 1, two days 
after the last surgical procedure, the patient went into unex- 
plained peripheral vascular collapse, the blood pressure falling 
to 84/60 mm. Hg, with tachycardia (120 beats per minute). 
Hemorrhage was not present. Following the infusion of blood 
and levarterenol (Levophed), the blood pressure returned to 
normal in approximately six hours. Urinary output had been 
suppressed. The normal postoperative temperature suddenly 
spiked to 102.8 F (39.3 C). The patient was in and out of shock 
during the next two days. Basal rales were heard, but the abdo- 
men was normal. A marked leukocytosis (49,100 cells per cubic 
millimeter) was present on Oct. 2. Though urinary output in- 
creased by Oct. 4 and the blood pressure became stabilized, the 
patient’s condition remained unimproved. Despite intensive ther- 
apy, the patient’s condition continued to decline, and he died 
Oct. 14, 23 and 16 days, respectively, after surgery. At autopsy 
an extensive, diffuse, purulent bile peritonitis secondary to 4 
perforated, gangrenous gallbladder was found. No stones were 
seen. Bilateral acute pyelonephritis with multiple abscesses, puru- 
lent bronchitis, low-grade bronchopneumonia, cardiomegaly 
(560 gm.), and bilateral hydrothorax were also present. 

Case 4.—A sligh‘ly obese 67-year-old female was admitted 
on June 18, 1954, with nausea, vomiting, and obstipation of four 
days’ duration. The medical history revealed an episode of con- 
gestive failure three years before. The patient denied all other 
gastrointestinal symptoms. Barium enema study revealed an 
annular lesion of the cecum. A partial ileocolectomy was pert- 
formed on June 20. The patient did well postoperatively, though 
she complained of some intermittent umbilical pain on the sec- 
ond and fourth days after operation. On June 27, seven days 
postoperatively, the temperature suddenly spiked to 103 F (39.4 
C). Rales were heard at the base of both lungs. The abdomen 
was soft and distended. A chest x-ray taken at the bedside was 
normal. Despite corrective measures, the patient remained un- 
improved and on June 30, 10 days after surgery, died after an 
episode of acute pulmonary edema. At autopsy a perforated, 
gangrenous gallbladder containing a single, pigmented stone, 6 
mm. in diameter, was found associated with a diffuse peritonitis. 
The heart was moderately enlarged, and bilateral pulmonary 
edema was present. The ileum-transverse colon anastomosis WS 
intact and showed good healing. 
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Comment 


it is little appreciated, but a fact nonetheless, that 
acute cholecystitis may occur as a serious complication 
after surgery for unrelated disease. Only sporadic in- 
stances had been reported in the literature until Glenn,’ 
in 1947, reported 17 cases (5 case histories given) that 
he had observed over a period of 14 years. Sparkman * 
reported 6 cases in 1952, and the following year Schweg- 
man and De Muth * reported 17 additional cases. In 
these 40 cases the operations preceding the onset of 
cholecystitis included ventriculography, inguinal hernior- 
rhaphy, incision and drainage of leg abscess, cup arthro- 
plasty for arthritic hip, splenectomy for hemolytic ane- 
mia, intestinal surgery for carcinoma, midthigh amputa- 
tion for gangrenous toe (diabetic), and a variety of other 
ostensibly unrelated procedures. The patients ranged 
in age from 29 to 78, 82.5% being between 40 and 70. 
One patient was 29 years of age, 2 were between 30 and 
40, 7 between 40 and 50, 9 between 50 and 60, 17 be- 
tween 60 and 70, and 4 between 70 and 78. In 21, or 
75%, of 28 cases in which sex is reported the patient 
was male; 75% of the patients had stones. The onset 
of symptoms occurred from 1 to 22 days after surgery, 
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Glenn ' has postulated that bile is concentrated in 
the gallbladder during the fast period that is associated 
with most surgical procedures. When, sometime during 
the postoperative period, oral feedings are resumed, the 
gallbladder contracts in response and a stone or viscid 
bile may be forced into the cystic duct, starting a chain 
of pathological events. Sparkman,’ gives the following 
sequence: hypomotility of the alimentary tract and func- 
tional obstruction of sphincters during anesthesia, fol- 
lowed, after a variable period of time, by aggravated, 
irregular, poorly coordinated activity that is influenced 
by drugs, feedings or withholding food, infection, trauma, 
fright, and many other factors. Ileus, acute gastric dila- 
tation, and other postoperative complications in addition 
to acute cholecystitis may be explained by this hypoth- 
esis. 

Though there are cases in the hospital files of post- 
operative cholecystitis that was diagnosed, treated, and 
cured, the diagnosis in these four patients was never 
made clinically. Indeed, a new acute surgical catastrophe 
was unsuspected. This is surprising in view of the star- 
tling and pronounced autopsy findings. There are sev- 
eral reasons for the discrepancy between clinical impres- 


Summary of Data in Four Cases of Death Due to Cholecystitis and Peritonitis 





Case 
No. Age, Yr. Sex Operation(s) 
Susdomncawsiusebenee 61 M 2 stage prosta- 
tectomy 
Pictinadeeiitedwssee 73 M Cataract extrac- 
tion, repair of 
corneoscleral 
wound 
ee 76 M 2 stage prosta- 
tectomy 
Diiccedtigssactedden 67 F Tleocolie resection 


Postoperative 


Day Symptoms Leukocytes 
Developed Symptoms Cu. Mm Stones 
23 and 6 Hemorrhage, shock, 11,300 No 
lever 14,000 
Sand! Anorexia, vomiting, 11,400 No 


distention, fever 


9 and 2 Peripheral vascular 49,100 No 
collapse and fever 
7 Fever, distention, Yes 
basal rales 





being less than 10 days in most instances. Little or no 
mention is made of medical history in relation to pos- 
sible previous gallbladder disease. 

The four patients reported on here (table) ranged 
from 61 to 76 years; three were male. Only one, the 
female patient, had cholelithiasis. The onset of symp- 
toms occurred from one to seven days after the most 
recent surgery. Three of the four patients had been 
subjected to two surgical procedures during the hos- 
pitalization, with intervals of 17, 3, and 7 days, re- 
spectively, between operations. The initial symptoms 
in one patient (case 2) were anorexia, nausea and vomit- 
ing, and distention. The temperature increased to 101 F 
four days after onset of these complaints. Another (case 
3) exhibited a rather sudden peripheral vascular col- 
lapse followed later the same day by a spike in tempera- 
ture to 102.8 F. The patient in case | went into shock 
after hemorrhage, and a spike in temperature to 102.4 F 
was recorded several hours later. In the patient in case 
4, fever (temperature 103 F) and distention were the 
initial symptoms. Leukocytosis of moderate to severe 
degree was present in each instance in which determina- 
tion of leukocyte count was done. It is probable that the 
temperature spiked in each patient when the peritonitis 
began. One patient was markedly obese, two were mod- 


cratcly obese, and one (the female) was slightly obese. 





sion and autopsy findings. Most important is lack of 
awareness that acute cholecystitis (and its pathological 
progression ) is a definite, though uncommon, postopera- 
tive complication. If more common complications are 
unable to account for a rather rapid deterioration follow- 
ing a satisfactory early postoperative course, awareness 
would direct examination more specifically to the gall- 
bladder. Secondly, atypical clinical pictures are not 
uncommon in the elderly patient. This, of course, offers 
obstacles at times difficult to surmount. However, a di- 
agnosis cannot be made if it is not considered. Thirdly, 
postoperative complaints may, at times, be accepted as 
routine sequelae to the recently performed surgery. Such 
complaints should always be thoroughly investigated. 

It is suggested that detailed histories relating to the 
biliary tract be obtained in all patients above 40 years 
of age who are to undergo surgery. Preoperative chole- 
cystography may be done in instances when biliary tract 
disease is suggested or related. This procedure would 
give the attending physician information that might be 





1. Glenn, F.: Acute Cholecystitis Following Surgical Treatment of 
Unrelated Disease, Ann. Surg. 126: 411, 1947. 

2. Sparkman, R. S.: Abdominal Emergencies Following Unrelated 
Surgical Procedures, Ann. Surg. 135: 863, 1952. 

3. Schwegman, C. W., and De Muth, W. E., Jr.: Acute Cholecystitis 
Following Operation for Unrelated Disease, Surg. Gynec. & Obst. 97: 
167, 1953. 








1042 NEPHROTOXIC HAZARD—FOREMAN ET AL. 


of some value should a diagnostic problem present itself 
postoperatively. During surgery, whenever feasible, ex- 
amination of the gallbladder is mandatory. 


Summary 


Acute, gangrenous cholecystitis with peritonitis oc- 
curring following surgery unrelated to the biliary tract 
was the primary cause of death in four cases. Elderly, 
obese males with or without cholelithiasis apparently 
have a predisposition to this complication. Familiarity 
with this dangerous complication is important. 


Fifth and Reed Streets (47). 
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NEPHROTOXIC HAZARD FROM UNCON- 
TROLLED EDATHAMIL CALCIUM-DISODIUM 
THERAPY 
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Camile Finnegan, B.S. 

and 

Clarence C. Lushbaugh, M.D., Los Alamos, N. Mex. 


Edathamil calcium-disodium, the calcium chelate of 
ethylenediaminetetraacetic acid, a new drug finding 
widespread use in heavy metal poisoning,' has been con- 
sidered generally a nontoxic material. The following re- 
port presents clinical and experimental data indicating 
that the compound has a previously unsuspected toxic 
potentiality. It is hoped that this new information will 
serve to promote caution in the use of the drug. The 
erroneous impression of lack of toxicity of the drug is 
based on many studies. Toxicity studies have been made 
and show * that there is a wide spread between the 
therapeutic dose of 75 mg. per kilogram of body weight 
and the L. D.59 dose, which varies from 500 to 7,000 
mg. per kilogram, depending on the species and the 
route of administration. Metabolic studies done in this 
laboratory * showed that the compound is not metabo- 
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lized but excreted rapidly and virtually completely, thy 
supporting the conclusions of the low toxicity oi the 
drug. Histopathological studies * also support the con- 
clusions of low toxicity, since no pathological changes 
in the tissues appeared after large doses were given. 

Recently, however, there have been several cases in 
which it has appeared that the drug is not as innocuous 
as the above studies indicated. Dudley and others‘ 
recently reported two cases, both from the Massachv- 
setts General Hospital, implicating edathamil as a toxic 
agent. A 30-year-old woman and a 442-year-old child, 
both of whom had terminal cases, were given the 
sodium salt of the drug in attempts to lower elevated 
serum calcium levels. Autopsy examination revealed 
severe damage of the renal tubules and widespread en- 
gorgement of the reticuloendothelial cells, with coarse 
eosinophilic granules and extensive internal hemorrhage, 
all of which the authors felt could best be explained as 
the result of the edathamil therapy. Following is a report 
of a case that occurred at Los Alamos. 


Report of a Case 


Edathamil calcium-disodium was administered to a 40-year-old 
female chemical technician who had accumulated a smali body 
burden of plutonium (approximately one-half tolerance dose 
through a laceration in the thumb, caused by a broken piece 
of contaminated glassware.® Two and a half grams of edathamil 
calcium-disodium in 250 cc. of saline solution was administered 
twice daily by intravenous drip over a half-hour period. The first 
treatment period was for 4 days and was followed by 2 days 
of rest; in the second period, the drug was administered for 12 
consecutive days. It is estimated that approximately 25 to 30% 
of the body burden of plutonium was removed by the edathamil 
calcium-disodium during the course of treatment. On the 11th 
day of the second treatment period, the patient began to com- 
plain of mental dulness, lassitude, nausea, nasal stuffiness, and 
low back pain. The following day the symptoms became intensi- 
fied, and the patient complained, in addition to the above-men- 
tioned symptoms, of nocturia and frequency, urgency, and 
burning on urination. Therapy with the drug was stopped im- 
mediately, and investigation of the cause of her illness was 
undertaken. 


Physical examination was noncontributory. Blood morphol- 
ogy and chemistry, including nonprotein nitrogen level, were 
within normal limits except for an elevated serum calcium level 
of 13 mg. per 100 cc. Urinalysis, however, showed 2+ albumin, 
numerous renal parenchymal cells, many fine granular casts, 
and occasional red and white blood cells. The signs and symp- 
toms of the renal disturbance disappeared rapidly after the cessa- 
tion of treatment. By the fifth day the urine was clear and the 
patient appeared entirely recovered. From the course of events, 
it appeared that the administration of the drug was related to 
the kidney disturbance. 


Because of the unexpected association of renal dam- 
age with edathamil therapy in the three cases described 
above, it was decided to reinvestigate the toxicity of the 
drug to determine if renal pathological changes could 
be produced experimentally with edathamil in labora- 
tory animals. It seemed to be particularly important to 
determine the dosage level required to produce the dam- 
age in relation to the amount of the drug that would 
have to be used for therapeutic effectiveness. 


Experimental Studies 


Male Sprague-Dawley rats, weighing approximately 
400 gm. each, were used in all of the studies. The first 
of the experiments was carried out with supraletial 
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dosage levels, in order to be as certain as possible of the 
production of lesions. Two groups of six rats each were 
given 3,000 mg. per kilogram and 1,000 mg. per kilo- 
gram per day respectively. The animals were injected 
intraperitoneally once daily with a solution containing 
10% edathamil calcium-disodium and 1% procaine 
(Novocain), which was added to control the discomfort 
of the injection. Control animals were injected with pro- 
caine alone in order to rule out the possibility of this agent 
influencing the lesions. Urine was collected and ex- 
amined for changes in volume, pH, specific gravity, 
albumin, and sediment. All animals living after six days 
of injections were killed. Tissues were taken as soon as 
possible after death and fixed promptly by immersion 
ina formaldehyde (Formalin) and mercuric chloride solu- 
tion. Sections were prepared and stained by the standard 
hematoxylin-eosin method. 

After it was demonstrated that kidney lesions did 
develop, further studies were carried out at lower dosage 
levels. The median effective dosage level (E. D.5), that 
is, the amount of the drug required to produce the first 
histological evidence of damage in 50% of the animals 
treated daily for 16 days, was determined. Four groups 
of five rats each were injected intraperitoneally daily 
with 5% edathamil calcium-disodium at dosage levels 
of 62.5, 125, 250, and 500 mg. per kilogram. Tissues 
for histopathological study were taken as in the previous 
experiments. Another group of rats was treated with 500 
mg. per kilogram per day for 16 days and then allowed 
to recover for 30 days before sacrifice, in order to learn 
whether recovery was on a histological as well as a clini- 
cal basis. A sixth group of rats was injected with eda- 
thamil strontium-disodium at a dosage level of 250 mg. 
per kilogram per day for 16 days to find whether the 
strontium form of the compound produces lesions. An 
additional experiment was carried out in order to de- 
termine the effect of pH of the urine on the develop- 
ment of the kidney lesions. One group of six rats was 
given 0.25% ammonium chloride in the diet and an- 
other group 0.25% of sodium bicarbonate in the diet. 
Edathamil calcium-disodium, 3,000 and 1,000 mg. per 
kilogram, was used in this experiment. 

An attempt was made to determine the pathogenesis 
of the renal lesion and to look for lesions in other organs. 
Two groups of 12 rats each were given 500 and 1,000 
mg. per kilogram of the drug daily intraperitoneally. 
Two rats in each group were then killed by a blow on 
the head 6, 12, 24, 48, and 96 hours after the first in- 
jection. They were then examined as quickly as possible, 
and pieces of the heart, liver, and kidney were frozen in 
isopentane at —50 C and then dehydrated and embedded 
in paraffin under vacuum. Other tissues fixed in formal- 
dehyde and mercuric chloride mixture of hematoxylin 
and cosin-stained paraffin sections were: thyroid, para- 
thyroid, heart, liver, spleen, kidney, adrenal gland, small 
intestine, and colon. Kidney and total body weights were 
obtained at this time. The frozen and dehydrated tissues 
were studied for cytological changes in the proximal con- 
Voluied tubules, for changes in glycogen content with 
Best's carmine stain, and for fat with oil red O. 
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Results 


Tne studies showed that the drug could cause a toxic 
nephrosis consisting of severe hydropic degeneration of 
the proximal tubules (see figure). None cf the other 
tissues examined showed pathological changes. All of 
the animals receiving dosages of | gm. per kilogram or 
higher developed kidney lesions if they received daily 
injections for a sufficient length of time. The animals 
that received 3,000 mg. per kilogram per day developed 
lesions in 48 hours; those that received 1,000 mg. per 
kilogram per day showed the first signs of kidney dam- 
age after four days of injection. The animals receiving 
dosages of 125, 250, and 500 mg. per kilogram per day 
developed lesions at some time between 4 and 16 days 
of treatment, but some of these did not develop lesions 
at all. None of the animals developed lesions with a 
daily dose of 62.5 mg. per kilogram given for the 16 
days. It is of interest that rats have been given 40 in- 





Photomicrographs made after therapy with edathamil calcium-disodium 
(x 195). A, severe hydropic degeneration of most proximal portion of 
proximal convoluted tubules of kidney of rat treated 16 days with 250 
mg. per kilogram. B, extension of degenerative process to about one-half 
of proximal convoluted tubule of rat treated with 500 mg. per kilogram 
for 16 days. C, elmost complete involvement of proximal convoluted 
tubules with use of 1,000 mg. per kilogram for six days. D, maximum 
degree of degeneration with use of 3,000 mg. per kilogram for six days 
Many cross sections of proximal convoluted tubules show complete loss of 
living cells and great dilatation. Distal convoluted tubule is seen uninjured 
at upper right of field. 


jections of 100 mg. per kilogram per day without evi- 
dence of renal damage.’ The E. D.;, in animals treated 
daily for 16 days, as calculated by Thompson’s moving 
average technique,” was 203 mg. per kilogram, with a 
95% probability of the effective dose falling in the range 
between 131 and 314 mg. per kilogram. Animals that 
were treated with 500 mg. per kilogram per day for 16 
days and then killed 30 days after injections were 
stopped showed complete histological recovery. The 





6. Thompson, W. R.: Use of Moving Averages and Interpolation to 
Estimate Median Effective Dose: I. Fundarental Formulas, Estimation 
of Error, and Relation to Other Methods. Buct. Rev. 11: 115-145 (June) 
1947, 
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group treated with edathamil strontium-disodium de- 
veloped the same lesion as the animals treated with 
edathamil calcium-disodium. Animals receiving procaine 
alone showed no kidney lesions. There were no differ- 
ences between the urinary findings of the treated animals 
and of the controls in pH, volume, and albumin content, 
but urine of the treated animals showed many casts and 
epithelial cells. 

In animals receiving 3,000 mg. per kilogram, all on a 
normal diet or with ammonium chloride in their diet died 
within three to six days. Three out of five of the sodium 
bicarbonate group survived the full six days, but they 
were terminally moribund at this time. All of the animals 
receiving the lower dosages survived the full experiment 
and were killed at that time. At the time of death all of 
the animals had lost between 10 and 15% of their 
starting weight. 

Histopathology 


In the animals treated with the lower doses, the path- 
ological changes were limited to the proximal convoluted 
tubules. With treatment of 250 mg. per kilogram, oc- 
casional loops of the tubule adjacent to a glomerulus 
showed nuclear pyknosis and huge intracytoplasmic 
vacuoles with destruction of cell walls. Further along 
the proximal convoluted tubule the cytoplasm was dis- 
torted by innumerable smaller and irregularly sized 
vacuoles, which gave it a sieve-like appearance, as shown 
in the figure, A. There the nuclei were not altered. The 
other tubules appeared normal. With the 500 mg. per 
kilogram dose of the drug, this severe hydropic degen- 
eration was found to have extended to about half of 
each proximal convoluted tubule. The rest of the tubular 
system showed fine droplet degeneration, as shown in 
the figure, B. In the rats that received 1,000 mg. of 
edathamil per kilogram, almost the entire proximal con- 
voluted portion of the renal tubular system had under- 
gone hydropic degeneration, with the formation of huge 
vacuoles and in some instances rupture of cell walls, as 
shown in the figure, C. Occasionally, a focus of obstruc- 
tive nephrosis was seen associated with apparent. oc- 
clusion of a collecting tubule with debris. In the rats 
receiving the higher dose (3,000 mg. per kilogram), the 
most severe changes were seen. The hydropic degenera- 
tion of the proximal convoluted tubules was fully de- 
veloped, and in many areas (see figure, D) only the 
basement membranes remained; also, there was no sign 
of the preexisting cells or their component parts. In 
addition, there was parenchymatous degeneration of the 
distal convoluted tubules. This change appeared as 
nuclear pyknosis and chromatolysis and granular amor- 
phous intratubular debris. In Henle’s loops, edema of 
occasional cells was seen, causing the formation of so- 
called bird-eye cells. In addition, there were hyaline 
and amorphous casts in the collecting tubules, and above 
these areas of obstruction dilatation of the more proxi- 
mal portions of the tubules was seen. In some instances 
the glomerular tufts appeared edematous, and there was 
proteinoid precipitate in the glomerular capsule. 

In the sections from the rats killed sequentially dur- 
ing the administration of 500 and 1,000 mg. per kilo- 
gram of the drug, the renal lesion was seen to develop 
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at the end of four days with the larger dose. No lesions 
were seen in the other organs examined. The special 
stains for glycogen in the frozen and dehydrated tissues 
failed to show the accumulation of this substance jp 
either the kidney or heart or the loss of it from the 
hepatic parenchyma. Stains for fat were similarly non. 
contributory. The hematoxylin-eosin-stained sections of 
the quickly frozen kidneys, however, showed that the 
hyaline droplets of the cytoplasm of the proximal con- 
voluted tubules increased greatly in size with time until 
the vacuoles developed. These droplets seemed to be 
highly water-soluble, since the ordinary method of histo- 
logical dehydration appeared to remove them, leaving 
the sieve-like appearance of the renal cytoplasm. 


Comment 


The unfailing appearance of kidney lesions following 
repeated administration of edathamil calcium-disodium 
at high doses definitely establishes the nephrotoxic po- 
tentiality of the drug and supports the opinion that the 
renal changes described in the cases above resulted from 
edathamil administration. Repeated doses are necessary 
before lesions can be demonstrated. Possibly a single 
dose could produce lesions, but this dose would have 
to be so high that it would be lethal. The results show 
that there is an interrelationship between the size of the 
dose and the length of time required to produce the 
kidney damage. It is reasonable to expect that, because 
of the reversible nature of the lesion, there is a threshold 
dose—the dose below which lesions never develop no 
matter how long the drug is administered. This threshold 
would be the amount of the drug from which the rate of 
recovery would be greater than the rate of production 
of injury. This same effect would obtain with higher- 
than-“threshold” doses by allowing longer periods of 
time for recovery. Interspersing rest periods into any 
prolonged treatment regimen would, therefore, seem 
very advisable. The fact that repeated doses are neces- 
sary for development of lesions might explain the lack 
of histopathological lesions in the studies reported.’ 
Probably edathamil was not given for a long enough time 
to produce the renal lesions. 

The data obtained from our experiments with rats 
afford an indication of doses that might be expected to 
produce lesions in man and also provide a comparison 
with therapeutic dosage levels. On the basis of the E.D.5» 
for rats treated daily for 16 days, it might be expected 
that 50% of patients weighing 150 lb. (68 kg.), who 
received 14 gm. a day for 16 days, would develop kidney 
lesions. Less than 2.5% of those given 9 gm. of the 
drug under the same conditions would develop ne- 
phrosis, while only 2.5% of individuals given 22 gm. 
would be expected to escape such damage. In order that 
development of lesions occur in 4 days, 70 gm. would 
have to be given daily to a 150-Ib. man, although such 
a person could be given 4.5 gm. daily for at least 16 
days without difficulty. The recommended therapeutic 
dosage level of 5 gm. a day, given not more than five 
days in succession and followed by a two-day rest pe- 
riod,’ would seem to be well within the desirable safety 
limits. 
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(n the fatal cases reported by Dudley and others,‘ the 
adult patient who weighed 122 Ib. (55.3 kg.) received 
5 to 6 gm. on two successive days, followed by two 
days’ rest, and then 18 to 22 gm. (330 to 440 mg. per 
kilogram) for nine successive days. On the basis of the 
data given above, this individual had a high probability 
of developing renal lesions. In a similar manner, it might 
have been predicted that the other pauent had only a 
fair probability of developing a nephrosis from treat- 
ment with 2 gm. for three days followed by 3 gm. (200 
mg. per kilogram) for five days. In the Los Alamos case 
the low dose, equivalent to 7 gm. daily for a 150-Ib. man, 
would not have been expected to cause trouble in more 
than 2% of the cases so treated. In the experiment re- 
ported here we could not find any synergistic factors, 
such as urinary pH, that could explain this unexpected 
enhancement. It is possible, though, that such factors as 
general status of health, endocrine balance, renal dis- 
ease, and/or abnormal renal function could enhance the 
nephrotoxic action. 

Both the calcium chelate and the sodium salt of 
edathamil cause kidney damage. The sodium form of 
the compound converts to the calcium chelate on con- 
tact with serum calcium, and, hence, the administration 
of either the calcium or sodium derivative results in the 
calcium chelate as the form passing through the kidney. 
Dudley and others * postulated that, when the urine pH 
falls to 5 or below, there is a dissociation of the 
calcium chelate, with release of free calcium ion in the 
tissue fluid of the kidney, which could bring about 
the injury. Data from the experiments reported here do 
not support this hypothesis. If the lowering of the pH 
in the tubular fluids leads to a chain of events that result 
in kidney injury, then, the animals that receive sodium 
bicarbonate in their diet would have been expected to 
show either no kidney lesions or at least lesser injury 
than the animals receiving ammonium chloride in their 
diet. There was no difference histologically, however, 
between the damaged kidneys of the two groups of ani- 
mals. Moreover, the strontium chelate produced kidney 
damage. 

The deleterious reaction noted above is more likely 
brought about through the chelation properties of the 
compound, and it is probably the small portion of an 
administered dose, noted in metabolism studies to turn 
over very slowly, that is involved. The drug could very 
well bind with a trace metal necessary for the function 
of an essential enzyme system. Since this must be a 
metal forming a chelate with a higher stability constant 
than the calcium chelate, magnesium is unlikely to be 
involved. Iron, and perhaps manganese, are more likely 
metal ions. The interruption of a metabolic chain by in- 
activation of an essential enzymatic function could ex- 
plain the development of nephrosis. A break in the 
metabolic pathway could cause metabolites to accumu- 
late, which would increase the cytoplasmic osmotic 
pressure, leading to imbibition of water by the cell and 
the type of hydropic degeneration that occurred in the 
rats. The location of the lesion in the proximal convoluted 
tubules and the gradient of decreasing damage in the 
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distal portions of the renal tubule would seem to impli- 
cate a metabolite excreted by the glomerulus and reab- 
sorbed by the proximal convoluted tubule. The histo- 
chemical studies made here fail to give a basis to this 
hypothesis or to show an accumulation of glycogen and 
closely related sugars. Further studies, however, of the 
mode of action of edathamil in producing this nephrosis 
are in progress. The renal lesion in the rat is remarkably 
similar to that occurring in man.* The eosinophilic 
amorphous debris in the reticular macrophages of the 
tissues found at autopsy of the two patients was not 
found, however, in the rats. 

The demonstration of the hazard of renal damage oc- 
curring with the therapeutic use of edathamil should not 
be considered as a cause for stopping clinical use of the 
drug. Edathamil has proved too useful clinically to en- 
vision any curtailment in its use. The reversibility of 
the lesions and the prolonged administration of large 
doses of the drug required to produce lesions offer 
obvious means of using edathamil safely. As an ad- 
ditional safety factor, it is recommended that the drug 
be used in doses approximating 50 mg. per kilogram 
per day, given for five days, followed by two days of rest. 
Its use should always be attended by daily urinalysis 
and should be stopped at once with the onset of signs 
of renal tubular alteration. Whether the existence of 
various stages of acute and chronic nephritis precludes 
use of the drug is not known, but logically it would seem 
necessary to proceed with extreme caution in the pres- 
ence of a nephritis. Toxic nephrosis, such as mercurial 
poisoning, would certainly seem to exclude the use of 
edathamil because of the danger of synergistic enhance- 
ment of the nephrotic damage with ordinary safe dosage 
levels of the drug. 


Summary and Conclusions 


The occurrence of toxic nephrosis in a woman under 
therapy with edathamil calcium-disodium for mobiliza- 
tion of plutonium prompted experimental reinvestigation 
of the toxicity and histopathology of the drug. Numerous 
experiments done on rats demonstrated for the first time 
that edathamil is a potentially hazardous drug, since, on 
repeated administration of moderately large doses, it 
produced nephrosis. The specific nature of the lesion 
was severe hydropic degeneration of the proximal 
tubules. The lesion was found to be reversible and was 
cleared within a few days after cessation of administra- 
tion of the drug. None of the other tissues of the body 
that were examined appeared to be affected. The E. D. 5 
(amount of the drug required to produce the first histo- 
logical evidence of damage in 50% of the animals 
treated daily for 16 days) was 203 mg. per kilogram of 
body weight per day. With a dose of 62.5 mg. per kilo- 
gram per day, no kidney lesions were demonstrated. 

The results of these experiments should promote 
caution in use of the drug. The reversibility of the lesions 
and the prolonged administration of large doses of the 





7. Maison, G. L., in Use of Calcium Ethylenediaminetetraacetate in 
Treating Heavy-Metal Poisoning: Report of a Conference Held at Mas 
sachusetts General Hospital, A. M. A. Arch. Indust. Hyg. 7: 145 (Feb.) 
1953. 
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drug required to produce lesions offer an obvious means 
for using the drug safely. It is suggested that the drug be 
used in doses of approximately 50 mg. per kilogram per 
day, given for five days, and followed by two days of 
rest before the regimen is repeated. Daily urinalysis 
should be done during the treatment period, and, with 
onset of unusual urinary findings, administration of the 
drug should be stopped. The presence of acute or chronic 
renal disease should probably cause reluctance in use of 
the drug. 


P. O. Box 1663 (Dr. Foreman). 


CANCER OF THE THYROID, WITH 
METASTASES TO THE LUNGS 


CONDITION SHOWN BY SCINTIGRAM IN ABSENCE OF 
DEFINITE X-RAY FINDINGS 


Boris Catz, M.D. 
and 


Paul Starr, M.D., Los Angeles 


There have been several reports on the use of radioac- 
tive iodine (I'*') in the treatment of lung metastases 
from cancer of the thyroid gland.’ In these reports col- 
lection of I'*' in the chest was detected in sites corre- 
sponding to the observable metastases in the x-ray films. 
Our purpose in presenting the case that follows is to show 
that the presence of metastases in the lungs may be dem- 
onstrated by the use of the scintigram in instances ‘in 
which roentgenograms fail to show them. The following 
observations in a boy 11 years of age make this case an 
important one for future studies in the detection of chest 
metastases in children. 


Report of a Case 


The patient, an 11-year-old Negro boy, came to the ear, 
nose, and throat clinic on Aug. 27, 1953, with acute tonsillitis. 
He had been told one year previously that he had two masses 
in the right anterior cervical region. The family had ignored 
advice to get medical attention, and his mother believed that 
the masses had increased in size. They did not cause pain, and 
there were no other symptoms, except an acute episode of upper 
respiratory infection. At physical examination there was a pal- 
pable lymph node that was | in. in diameter in the right anterior 
cervical region. A biopsy of this cervical node, performed on 
Sept. 24, 1953, revealed metastatic adenocarcinoma of the 
thyroid. On Oct. 2, 1953, the patient was seen in the thyroid 
clinic: diffuse enlargement of the thyroid gland was found, the 
gland weighing about 50 gm.; multiple lymphadenopathy was 
found in both the anterior and posterior cervical triangles, up 
to the base of the skull. The lymph node on which biopsy was 
done was markedly outstanding because of its larger size. 
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On Oct. 14, 1953, total thyroidectomy and radical neck dis- 
section on the right were done. It was found that both lobes \. ere 
infiltrated with carcinoma, with invasion of the trachea and 
the right recurrent laryngeal nerve. The pathology report showed 
multicentric areas of alveolar and follicular carcinoma inva ling 
both lobes of the thyroid. The tendency toward papillary forma. 
tion was minimal. The large lymph node was completely replaced 





Fig. 1.—A, roentgenogram taken at initiation of therapy with radio- 
active iodine. No definite evidence of metastases was observed. B, 12 
months later. The film appears clearer than the previous one. 


by alveolar and follicular carcinoma resembling thyroid tissue, 
with no tendency toward papillary formation. Many smaller 
lymph nodes were completely replaced by alveolar and follicular 
carcinoma. 


Radioactive lodine Studies 


Before Thyrotropie After Thyrotropic Dose of 
Hormone Hormone Thyro- 
—--— tropic 

72-Hr. Hormone 


iene main nt on ae ae 
24-Hr. 72-Hr. 24-Hr. 


Date Uptake Excretion Uptake Excretion (Units) 
10/29/53 enews oman 30% 34% 70 
12/ 8/53 2% 69% 18.3% 69% 60 
3/18/54 0.5% 86% 4% 62% 80) 

7/ 1/54 0.1% ie 0.2% 74% 70 
1l/ 9/54 0.1% 80% 0.1% 78% 70 


The laboratory studies on this patient showed a protein-bound 
iodine level of 4.5 mcg. per 100 cc., hemoglobin level 12.7 gm. 
per 100 cc., white blood cell count 7,000 per cubic millimeter, 
and normal differential. A chest x-ray indicated no evidence of 
adenopathy. A slight increase in the vascularity of the lung fields 
was not considered abnormal in this age group. The cardiac 
silhouette was not enlarged. A repeat x-ray film of the chest 
showed increased density of the perihilar markings most con- 
sistent with upper respiratory infection, and the roentgenologists, 
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Fig. 2.—Scintigrams of the chest and neck. A, Oct. 29, 1953, six days 
after administration of 100 mc. of radioactive iodine (I*"). B, Feb. 1, 
1954, four days after 92.5 mc. of I. C, April 5, 1954, three days after 
92 mc. of I*1, Collection of I" in neck and Jungs is observed in all of 
these. 


knowing that the patient had metastatic carcinoma of the thyroid, 
expressed their opinion that the increased density did not repre- 
sent metastasis (fig. 14). An x-ray bone survey did not reveal 
any metastatic tissue. After surgery the patient was placed on 
our medical program of treatment of cancer of the thyroid.’ 

As seen in the table, immediately after surgery thyrotropic 
hormone, 5 units intramuscularly twice daily for eight days, 4s 
given. The tracer studies showed an excretion of 34% of ‘he 
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isoiope. A therapeutic dose of 100 mc. was administered on 
Oct 29, 1953, and a scintigram of the chest and neck was made 
six days later. In figure 2A can be seen a marked collection of 
I by the thyroid tissue that was left in the neck and a sym- 
metrical distribution of I'*! in the chest. The patien: was started 
on therapy with 0.1 mg. of sodium levothyroxine on Nov. 13, 
1953; the protein-bound iodine level before starting thyroxine 
therapy was 2.1 mcg. per 100 cc. A repeat chest x-ray on Nov. 19 
failed to establish definitely the presence of metastases. 

The patient had repeat isotope studies in December, 1953, be- 
fore and after administration of thyrotropic hormone (table). 
Retention of 31% of the isotope was obtained, and retreatment 
with 92.5 mc. was given. Four days later, a scintigram of chest 
and neck was made, and, again, as seen in figure 2B, collection 
of the isotope in the chest and neck was observed. At that time 
the protein-bound iodine level was 4.5 mcg. Chest x-ray again 
showed no definite evidence of metastatic disease. 

A third series of tests was performed in March, 1954, at which 
time excretion of 62% of the isotope was obtained (table), and 
a third dose of I'*!, 92 mc., was given. A scintigram was made 
three days afterward, and again collection of I'*! in the chest 
and neck was observed. The collection at the site of the neck 
was less marked than on previous scintigrams (fig. 2C). A chest 
x-ray again failed to reveal evidence of pulmonary metastases 
or adenopathy. 

In July, 1954, repeat isotope studies showed a 72-hour excre- 
tion of 74% (see table); no collection of I'*! was detected in 
the neck or chest. At this time, we decided to repeat the 





Fig. 3.—Scintigrams of chest and neck 13 months after starting treat- 
ment with I*!, Total dose given was 446.5 mc. Two different scinti- 
scanning machines were used. No collection of isotope in neck and chest 
is seen. 


scintigram studies after therapeutic doses in varying sizes, in 
order to determine whether the concentration of isotope in the 
chest was related to the amount given. At weekly intervals the 
patient received 5 mc., 25 mc., and 42 mc. Five days after each 
dose, a scintigram of the chest and neck was done, and each 
time it failed to reveal any collection of I'*1 in the neck or chest. 
We were naturally skeptical about these favorable results, and 
repeat studies were performed in November, 1954, 13 months 
after the initial pathological discovery of the disease. There was 
no collection of I!*! in the neck or chest. The total excretion 
after administration of thyrotropic hormone was 78%. Never- 
theless, in order to be sure that there was not any collection, a 
therapeutic dose of 90 mc. was given. Six days later scintigrams 
were made by two different scintiscanning machines, and, as seen 
in figure 3, there was no collection of isotope in the neck or 
chest. There were no palpable nodes in any site in the cervical 
region, but near the scar of the radical neck dissection there was 
a 0.5-cm. hard mass. Surgical removal of this mass was done, 
and it was shown to be fibrous tissue. The boy is now asympto- 
matic, is able to perform his routine work, can compete in 
athletic games at school, and remains euthyroid with therapy 
of 0.3 mg. of sodium levothyroxine. The last protein-bound 
iodine value was 6.3 mcg. A chest x-ray made on Dec. 3, 1954, 
appears clearer than on previous occasions (fig. 1B). 


‘his case illustrates the application of technical ad- 
vances in the detection of metastases that otherwise 
Wc ld be ignored and would continue to spread. It shows 
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the use of thyrotropic hormone in stimulating the collec- 
tion of I'*' by metastatic tissue of the thyroid gland 
that appears to be histologically functional. It reaffirms 
the concept that a biopsy specimen should be taken of 
every persistent lymph node in the neck of a child. It 
emphasizes the need for frequent chest x-ray examina- 
tions in children with adenopathy. 


Summary 


In the case of an 11-year-old boy with cancer of the 
thyroid gland and metastases to both cervical chains and 
to the lungs, the metastases to the lungs were shown by 
the scintigram in absence of definite x-ray findings. 
Elimination of this cancerous tissue was obtained by 
persistent treatment with radioactive iodine (I'*'). 

1200 N. State St. (33) (Dr. Catz). 


ANOMALOUS CORONARY ARTERY 
SIMULATING PATENT DUCTUS 
ARTERIOSUS 


Carl Davis Jr., M.D. 
Robert F. Dillon, M.D. 
Egbert H. Fell, M.D. 


and 


Benjamin M. Gasul, M.D., Chicago 


White ' states that a serious anomaly of the coronary 
circulation rarely occurs and that most anomalies of the 
coronary arteries and veins are of no clinical importance 
These include such conditions as extracoronary mouths, 
one coronary ostium giving rise to both right and left 
coronary arteries, and unusual branching and course of 
these vessels. As an example of this latter group, it is 
of interest to cite the case of a 19-year-old female who 
presented physical findings suggestive of a patent ductus 
arteriosus; however, at operation there was found an 
anomalous left coronary artery that communicated with 
the right ventricle. This unusual anomaly of the left cor- 
onary artery has not been described previously among 
the conditions confused with patency of a ductus arteri- 
osus; nor is there any apparent record of a similar case 
in the available literature. 


Report of a Case 


A Negro girl, aged 19 years, was admitted to the Cook County 
Hospital of Chicago on May 16, 1953, for treatment of an 


eUpper respiratory infection that promptly cleared up with 


medical therapy. Of interest, however, was the incidental finding 
of a continuous machinery murmur, best heard in the pulmonic 
area, which was first discovered by the resident of the medical 
service. No other murmurs were present. Some observers con- 
sidered a thrill present, but this was an equivocal finding. The 
heart was normal in size, with a regular rate and rhythm; blood 
pressure was 110/80 mm. Hg and the pulse rate 76 per minute. 

Roentgenograms and fluoroscopic examination of the chest 
showed a normal heart size (fig. 1A). Electrocardiographic find- 
ings were within normal limits (fig. 2). Catheterization studies 
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indicated an oxygen content of 14.07 vol. % in the outflow tract 
of the right ventricle, compared to an oxygen content of 13.52 
vol. % in the main pulmonary artery (see table). This suggested 
a high interventricular septal defect rather than a patent ductus. 
Other laboratory test data included a hemoglobin level of 12 gm. 
per 100 cc. and a white blood cell count of 6,150. Urinalysis was 
negative. Blood cultures were negative. 

On June 4, 1953, the patient was readmitted to the cardiac 
division of the Cook County Children’s Hospital for surgical 
correction of a presumed patent ductus arteriosus. At operation, 





Fig. 1.—A, preoperative roentgenogram of the chest showing normal 
lung fields and heart size. There is no prominence of the pulmonary 
artery. B, roentgenogram of the chest 16 months after surgery. 


through the left fourth interspace, exploration of the usual 
location of a ductus revealed an obliterated ductus or ligamen- 
tum arteriosum. This was ligated and divided in case a small 
channel were present; however, an additional search was made 
for the cause of the continuous murmur. A longitudinal incision 
in the pericardium revealed a most unusual finding. There was 
a dilated, tense, left coronary artery “lying free” in the peri- 
cardial sac in the proximal half of its course (fig. 3). The origin 
of this ariery seemed to occupy a position distal to the aortic 
valve. As the vessel circumvented the anterior lateral aspect of 
the left ventricle, it traversed the atrioventricular groove and 
gave off smaller arterial branches that extended downward to 
supply the myocardium of the left ventricle. The circumflex 
branch was not identified as such. In its more distal course the 
artery imitated an “S” curve, then crossed the interventricular 
septum to terminate in the infundibular area of the right 
ventricle. At this point, a definitely palpable, purring thrill was 
present. Temporary occlusion of the vessel just proximal to its 
entrance into the right ventricle resulted in immediate dis- 
appearance of the thrill. This finding suggested a true arterial- 
venous communication, which required closure in one way or 


Heart Catheterization Data* 


Oxygen Oxygen 
Content, Pressures, Satura- 
Location Vol. % Mm. Hg tion, % 
BUPSTIO“ VOM CAVE... cccccevcese 11.73 — 
De GENE ccnascceanescavcuneeee 12.44 2 
Right ventricle (inflow)........... 12.47 eek 
Right ventricle (outflow)......... 14.07 22/2 
Pulmonary artery (main)......... 13.52 199 ah 
Right femoral artery............. 16.67 114/68 98.3 


* Calculated oxygen consumption, 212 ee. per minute. Reeorded May 25, 


1953. 


another. To employ multiple ligatures suggested the risk of 
possible recanalization and reestablishment of the shunt; con- 
sequently, a small segment of the artery was removed after proper 
ligation with suture ligatures (fig. 3). A histological section of 
this vessel demonstrated a normal artery. The thrill and the 
increased tension in the right ventricle disappeared right after 
ligation and division of the vessel. No cardiac irregularity de- 
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veloped. The “pericardium was closed loosely. Routine closure 
of the chest followed with drainage of the pleural cavity. A|- 
though the continuous murmur was gone, the postoperative 
course was complicated by a persistent tachycardia, a pericardial 
friction rub, a pericardial effusion, and pulmonary infection, 
The patient was discharged in good condition on July 17, 1953, 
35 days after surgery. 


The patient was lost to follow-up studies until Oct. 27, 1954. 
when by special request she reported for examination. She stated 
that she felt well, was working, and had gained about 10 Ib, 
(4.5 kg.). There were no symptoms referable to her cardiac status 
or to the previous operation. Examination of the chest demon- 
strated a heart with normal rhythm and without murmurs. 
Blood pressure was 110/70 Hg, pulse rate 76 and regular. Find- 
ings On a roentgenogram of the chest resembled those of the 
preoperative films except that the cardiac shadow was slightly 
enlarged (fig. 1B). The electrocardiographic findings compared 
favorably with the preoperative record. 


Review of Literature 


Although a continuous machinery murmur was found 
in this case, it is not surprising that the preoperative diag- 
nosis of a patent ductus proved untenable, because the 
fluoroscopic examination of the chest, the blood pres- 
sure readings, and the catheterization data suggested the 
presence of some other vascular anomaly. In the avail- 
able literature there are numerous reports that concern 
congenital anomalies or acquired defects that are con- 
fused with a patent ductus arteriosus. Recently, Johnson 
and associates * described the case of a 31-year-old fe- 
male with a congenital arteriovenous fistula involving 
a branch of the left subclavian artery and vein. There was 
a murmur characteristic of a patent ductus, but angi- 
ography and venous catheterization studies excluded the 
presence of a ductus. 
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Fig. 2.—Preoperative and postoperative electrocardiograms, essentially 
within normal limits. Ligation and division of the anomalous coronary 
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artery apparently caused no alteration in the physiology of the ict 
ventricle. 


Aortic pulmonary septal defects may be confused with 
a patent ductus. In 1951, Gasul, Fell, and Casas * de- 
scribed in a 32-year-old child an aortic septal defect 
diagnosed by retrograde aortography. Gibson and cov- 
workers * reported four cases of aortic septal defects in 
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children, all of whom had findings characteristic of a 
patent ductus, but in none of these cases was such lesion 
found at operation. Holman and associates ° reported on 
five patients, all with the signs and symptoms of a patent 
ductus, but at operation no ductus was found. In four 
of these patients aortic pulmonary septal defects or high 
interventricular septal defects involving both aorta and 
pulmonary artery were considered. In the fifth patient, 
at autopsy, there was a high interventricular septal de- 
fect with an aneurysm of the sinus of Valsalva commu- 
nicating with the right ventricle. Bacterial endocarditis 
further complicated this case. 

In an excellent review of the subject of aortic sinus 
aneurysms, Jones and Langley ° presented the case of a 
12-year-old boy with a congenital aneurysm of the right 
coronary sinus associated with a high ventricular septal 
defect. These malformations simulated clinically a patent 
ductus arteriosus. Venning‘ reviewed the subject of 
aneurysms of aortic sinuses and emphasized that the cor- 
rect diagnosis of this condition is unlikely to be made 
during life unless there is rupture into one of the cham- 
bers of the heart. He added that the diagnosis depends 
upon the alteration in hemodynamics producing a ma- 
chinery-like murmur. White and others have indicated 
that the rupture of a syphilitic aortic aneurysm into the 
pulmonary artery may produce a typical machinery-like 
murmur, but in these cases there is usually a history of 
sudden onset of cardiac symptoms, often with rapidly 
progressive heart failure. 


In 1950, Morgan and Burchell * reported the case of 
a 34-year-old male who presented the clinical findings 
of a patent ductus, yet cardiac catheterization studies 
demonstrated a left to right shunt proximal to the pul- 
monary valve. An early diagnosis of a ventricular septal 
defect was later confirmed at autopsy by Burchell and 
Edwards.® In addition to the septal defect, there was 
found an aortic sinus aneurysm with multiple perfora- 
tions that communicated with the right ventricle. The 
presence of the continuous murmur was probably related 
to the perforated aortic sinus aneurysm. 

Brown and Burnett '’ reported an interesting case in 
a 13-month-old boy whose clinical examination sug- 
gested a large patent ductus, but, at autopsy, a most 
unusual anomalous channel was found to arise beside 
a normal coronary artery in the left posterior sinus and 
to pass into the right ventricle along the lower border 
of the pulmonary conus. No surgery was undertaken in 
this case. Death was due to tracheobronchitis. 

There are infrequent reports of anomalies of the cor- 
onary arteries. The major anomaly concerns the left 
coronary artery that has originated from the pulmonary 
artery, with death occurring during infancy in most in- 
stances. In a paper discussing the case of a 90-year-old 
male with a right coronary artery arising from the pul- 
monary artery (only two other similar anomalies re- 
corded), Cronk, Sinclair, and Rigdon '' indicated at the 
time of their writing there were 17 instances in which the 
left coronary artery arose from the pulmonary artery. 
Such an anomaly, resulting in myocardial necrosis of the 
part of the heart supplied by this vessel, produced the 
so-called Bland-White-Garland syndrome, which these 
authors first described in 1933. One of us and Loeffler '"* 
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reported four additional cases studied in the period 1938 
to 1948. 

Coronary arteriovenous aneurysms or fistulas are re- 
ported infrequently. In 1930, as an incidental finding at 
autopsy in an adult who died of carcinoma of the stom- 
ach, Halpert '* reported an arteriovenous communication 
between the right coronary artery and coronary sinus 
with marked dilatation of these structures. 

In 1949, Paul, Sweet, and White ** reviewed the case 
of a 9-year-old boy who had a continuous murmur, best 
heard at the lower right border of the sternum, arousing 
suspicion of an arteriovenous fistula with possible in- 
volvement of the chest wall, lung, internal mammary, 
and coronary vessels. At operation, an arteriovenous 
fistula was found that connected the right coronary 
artery with a large venous plexus. This was probably 
the coronary vein that emptied into the coronary sinus. 
No attempt was made to divide the arteriovenous fistula 
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Fig. 3.—Drawing illustrating the anomalous course of the left coronary 
artery. Its origin seemed distal to the aortic valve ring. Insert illustrates 
the divided ends of the artery after removal of a small segment. 


or ligate the vessel for fear of damage to the circulation 
to the myocardium. In the same paper the authors refer 
to the case of a 16-year-old boy who was operated upon 
by Gross. The preoperative diagnosis was patent ductus 
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arteriosus, complicated by streptococcic bacterial end- 
arteritis. A harsh continuous murmur with a thrill was 
present to the left of the sternum in the third and fourth 
interspaces. At operation an abnormal area, charac- 
terized by bulging and thinning of the myocardium, was 
found in the lateral wall of the left ventricle, associated 
with a thrill. No further surgery was undertaken. The 
postoperative diagnosis was arteriovenous aneurysm, 
probably of the coronary system. 

There are only infrequent reports of coronary vessels 
communicating directly with ventricular cavities. Blake- 
way, in 1918, and Reid, in 1922, described hearts in 
which there were direct communications between the 
chamber of the left ventricle and the left coronary artery. 
In 1951, Williams, Kent, and Edwards '‘ reported the 
autopsy findings in a 4-day-old infant in whom an 
anomalous coronary vessel communicated with the 
chamber of the right ventricle by means of sinusoids and 
emerged from the wall of the right ventricle to pass in- 
feriorly and anastomose with the posterior descending 
coronary artery. From this point its course was down- 
ward over the apex, where it anastomosed with a branch 
of the left circumflex coronary artery. Pulmonary valvu- 
lar stenosis was present with an intact ventricular sep- 
tum. In 1952, Alexander and Green '* described in the 
heart of a newborn infant an anomalous vessel that took 
origin from the left coronary artery and communicated 
with the lumen of the right ventricle. Pulmonary valvular 
atresia and a small interventricular septal defect were 
present. In these two cases it is suggested that the anoma- 
lous coronary blood vessel developed as the result of 
atresia of the pulmonary valve and the associated high 
pressure in the right ventricle during systole, causing 
“dilatation of the intramural embryonal sinusoids with 
ultimate retention and molding of anastomotic channels 
between these sinusoids and the coronary circulation.” 
Such a communication resulted in a grossly recognizable 
vessel. Johnson '* described an interesting finding in a 
one-year-old boy, namely, an anomalous right coronary 
artery that coursed behind the aorta and the superior 
vena cava to enter the right auricle. The vessel was oc- 
cluded by multiple suture ligatures. Recovery ensued 
after a rather stormy postoperative course. 


Summary 


In a 19-year-old Negro female, examination disclosed 
a continuous machinery murmur, suggesting patent duc- 
tus arteriosus; yet, normal pulse pressure and catheteriza- 
tion data did not support this diagnosis. At operation an 
anomalous left coronary artery was seen that communi- 
cated directly with the infundibular region of the right 
ventricle; with ligation and division, murmur and thrill 
disappeared. No patent ductus arteriosus was found. 
Congenital malformations of coronary blood vessels have 
been reported, but there are few reports of coronary 
vessels communicating directly with chambers of the ven- 
tricles. No reported case similar to ours has been found. 

122 S. Michigan Ave. (3) (Dr. Davis). 


14. Williams, R. R.; Kent, G. B., Jr., and Edwards, J. E.: Anomalous 
Cardiac Blood Vessel Communicating with Right Ventricle: Observations 
in Case of Pulmonary Atresia with Intact Ventricular Septum, A. M. A. 
Arch. Path. 52: 480 (Nov.) 1951. 

15. Alexander, W. S., and Green, H. C.: Coronary Blood Vessel Arising 
from Cardiac Ventricle: Report of Case Showing Other Cardiac Anom- 
alies, A. M. A. Arch. Path. 53: 187 (Feb.) 1952. 

16. Johnson, J.: Personal communication to the authors. 





J.A.M.A., March 24, 1956 





CHEMICAL LABORATORY 





TESTS AND STANDARDS FOR 
NONOFFICIAL DRUGS 


The following monographs were developed by the 
Chemical Laboratory for drugs that had been evaluated 
prior to Jan, 1, 1955, by the Council on Pharmacy and 
Chemistry. These monographs have not been published 
previously and are the last of the Tests and Standards oj 
the monographs that had been prepared during the 
former “acceptance” program of the Council on Phar- 
macy and Chemistry. 


WALTER WOLMAN, Ph.D., Director. 


Cyclopentolate Hydrochloride.—C,;H:;NO;.HC!.— 
M.W. 327.86.—-Dimethylaminoethyl (1-hydroxycy- 
clopentyl)phenylacetate hydrochloride.—The structural 
formula of cyclopentolate hydrochloride may be repre- 
sented as follows: 


OH 
/ 


\A 
C-C—OCH,CH2NICH;)> @ HCI 


cy 

Physical Properties: Cyclopentolate hydrochloride is a white, 
odorless, crystalline solid, m.p. 137-141°. It is very soluble in 
water, freely soluble in alcohol, and practically insoluble in 
ether. The pH of a 1% solution is 5.0-5.4. 

Identity Tests: Dissolve about 20 mg. of cyclopentolate 
hydrochloride in 10 ml. of water, and add 2 drops of nitric acid 
and | ml. of silver nitrate T.S.: a curdy white precipitate forms, 
which is insoluble in diluted nitric acid, but soluble in diluted 
ammonia solution (presence of chloride). 


Transfer to a 60 ml. separatory funnel about 0.5 gm. of cyclo- 
pentolate hydrochloride and dissolve it in about 10 ml. of water. 
Add about 2 gm. of potassium carbonate and extract the mixture 
with two 10 ml. portions of ether. Dry the ether extract above 
anhydrous potassium carbonate and filter it through a dry filter 
paper. Add about 0.2 ml. of dimethyl sulfate to the dry ether 
solution and allow the reaction mixture to stand at room tem- 
perature for 2 hours. Filter the mixture and recrystallize the solid 
from acetone, and dry it in a vacuum desiccator over phosphorus 
pentoxide: the methyl sulfate derivative melts with decomposi- 
tion at 139-143°. 

Purity Tests: Dry about 1 gm. of cyclopentolate hydrochlo- 
ride, accurately weighed, at 105° for 4 hours: the loss in weight 
does not exceed 0.5%. 

Char about 0.5 gm. of cyclopentolate hydrochloride, accu- 
rately weighed, cool the residue, add 1 ml. of sulfuric acid, heat 
cautiously until the evolution of sulfur trioxide ceases, ignite, 
cool, and weigh: the residue does not exceed 0.05%. 


Assay: (Cyclopentolate) Transfer to a 125 ml. separatory fun- 
nel about 0.3 gm. of anhydrous cyclopentolate hydrochloride, 
accurately weighed. Add 10 ml. of saturated sodium chloride 
solution and make alkaline with concentrated ammonium hy- 
droxide. Extract the solution with three 30 ml. portions of ether. 
Transfer the combined ether extracts to a 250 ml. beaker and 
evaporate the ether in a current of warm air. Dissolve the residue 
in exactly 20 ml. of 0.1 N sulfuric acid by warming on a steam 
bath. Cool and titrate the excess acid with 0.1 N sodium hy- 
droxide, using methyl red T.S. as an indicator. Each milliliter 
of 0.1 N acid consumed is equivalent to 0.02914 gm. of cyc'o- 
pentolate and 0.03279 gm. of anhydrous cyclopentolate hydr0- 
chloride. The amount of cyclopentolate is not less than 86.7 ror 
more than 91.1%, equivalent to not less than 97.5 nor mere 
than 102.5% of cyclopentolate hydrochloride. 
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Nitrogen) Transfer to a semimicro Kjeldahl flask about 0.1 
,. of anhydrous cyclopentolate hydrochloride, accurately 
weighed. Proceed as directed in the U.S.P. XV semi-micro Kjel- 

»| method, using 0.02 N sulfuric acid for titrating the liberated 
mmonia. Each milliliter of 0.02 N sulfuric acid is equivalent 
» 0.0002802 gm. of nitrogen and 0.006557 gm. of anhydrous 
cyclopentolate hydrochloride. The amount of nitrogen is not 
less than 4.10 nor more than 4.50%, equivalent to not less than 
96.0 nor more than 105.3% of cyclopentolate hydrochloride. 


Dosage Forms of Cyclopentolate Hydrochloride 

SoLuTIOoNS. Identity Tests: Transfer to a 125 ml. separatory 
funnel an amount of solution equivalent to about 50 mg. of 
cyclopentolate hydrochloride. Add about | gm. of potassium 
carbonate and extract the mixture with two 10 ml. portions of 
ether. Dry the ether extract above anhydrous potassium car- 
bonate and filter through a dry filter paper. To the filtrate add 
about 2 drops of dimethyl sulfate and allow the mixture to stand 
at room temperature for 2 hours. Remove the precipitate by 
filtration and recrystallize from acetone. The dry white powder 
melts with decomposition at 139-143°. 

Assay: (Cyclopentolate) Transfer to a 125 ml. separatory fun- 
nel an amount of solution, accurately measured, equivalent to 
about 0.1 gm. of cyclopentolate hydrochloride. Saturate the 
solution with sodium chloride and make alkaline with concen- 
trated ammonium hydroxide. Proceed as directed in the assay 
for cyclopentolate in the monograph for cyclopentolate hydro- 
chloride starting with, “Extract the solution . . .” but use 0.05 N 
acid and base instead of 0.1 N. Each milliliter of 0.05 N acid 
consumed is equivalent to 0.01639 gm. of anhydrous cyclopento- 
late hydrochloride. The amount of cyclopentolate hydrochloride 
is not less than 95.0 nor more than 105.0% of the labeled 
amount. 

Schieffelin & Company cooperated by furnishing scientific data to aid 
in developing this monograph. 


Dyphylline.—C,,H,,N,O,.—M.W. 254.25.—7-(2,3- 
Dihydroxypropyl)theophylline.—The structural formula 
of dyphylline may be represented as follows: 


9 GH2CH(OH)CH20H 


cHsN 
o=le aa—N 
CH, 

Physical Properties: Dyphylline is a white, almost odorless, 
extremely bitter, amorphous solid, m.p. 155-160°. It is freely 
soluble in water and practically insoluble in ether. The approxi- 
mate amounts which dissolve at 25° in the following solvents 
to form 100 ml. of solution are: 2 gm. in alcohol and | gm. 
in chloroform. The pH of a 1% solution is 6.5-7.0. 

Identity Tests: Transfer to an evaporating dish about 10 mg. 
of dyphylline, and add 0.1 gm. of potassium chlorate and | ml. 
of hydrochloric acid. Evaporate the mixture to dryness on a 
steam bath and invert the evaporating dish over a vessel contain- 
ing 5 ml. of ammonia T.S.: a violet color develops (presence 
of a xanthine group). 

Dissolve about 0.1 gm. of dyphylline in 2 ml. of water and 
add tannic acid T.S. dropwise: a precipitate forms which is 
soluble in an excess of reagent. 

A 0.001% solution, prepared as directed in the spectrophoto- 
metric assay for dyphylline, exhibits an ultraviolet absorbance 
maximum at about 273 mu [absorptivity (1%, 1 cm.), about 
361! and a minimum at about 243 mz. 

Purity Tests: Dissolve about 1 gm. of dyphylline in 23 ml. 
of water, add 2 ml. of diluted acetic acid, and run a U.S.P. heavy 
metals test: the amount of heavy metals does not exceed 20 ppm. 
Dry about 1 gm. of dyphylline, accurately weighed, at 105° 
‘or 4 hours: the loss in weight does not exceed 0.5%. 

“har about 1 gm. of dyphylline, accurately weighed, cool the 


residue, add 1 ml. of sulfuric acid, heat cautiously until evolu- 
tion of sulfur trioxide ceases, ignite, cool, and weigh: the residue 
da 


eS not exceed 1.0%. 


'ssay: (Dyphylline) Prepare a 0.001% solution of dyphylline 
4s ‘ollows. Transfer to a 100 ml. volumetric flask 0.1 gm. of 
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dyphylline, accurately weighed, fill to the mark with water, and 
mix. Transfer to a second 100 ml. volumetric flask 10 mil. of 
this solution, fill to the mark with water, and mix. Finally trans 
fer to a third 100 ml. volumetric flask 10 mil. of this last solu 
tion, fill to the mark with water, and mix. Spectrophotometrically 
determine the absorbance in a | cm. quartz cell at 273 ma, using 
water as a blank. The concentration of anhydrous dyphylline in 
the solution in mg./ml.=absorbance-—36.1. The amount of 
dyphylline is not less than 95.0 nor more than 105.0% 


Dosage Forms of Dyphylline 

TaBLets. Identity Tests: Grind a number of tablets equivalent 
to about 0.3 gm. of dyphylline and triturate the powder with 
three 25 ml. portions of chloroform. Filter the chloroform ex 
tracts through a pledget of cotton and evaporate the filtrate to 
dryness on a steam bath. The residue responds to the identity 
tests for the active ingredient in the monograph for dyphylline 

Assay: (Dyphylline) Weigh 20 tablets and powder them 
Transfer to a 100 ml. volumetric flask an amount of powder, 
accurately weighed, equivalent to about 0.1 gm. of dyphylline, 
add 75 ml. of water, and shake mechanically for 30 min. Fill 
to the mark with water and mix. Filter the mixture through a 
dry hardened filter paper, discard the first 20 ml. of filtrate, and 
transfer to a 100 ml. volumetric flask 10 ml. of the subsequent 
filtrate. Fill to the mark with water, mix, and proceed as di 
rected in the assay for the active ingredient in the monograph 
for dyphylline starting with, “Transfer to a second 100 ml. 
volumetric flask. . . .” The concentration of anhydrous dyphyl- 
line in mg./ml.=absorbance—36.1. The amount of dyphylline 
is not less than 93.0 nor more than 107.0% of the labeled 
amount. 


Paul Maney Laboratories, Inc., cooperated by furnishing scientific data 
to aid in developing this monograph 





Gallamine Triethiodide. — C., Hy. 1, N,;O,.—M.W. 
891.56. —[v-Phenenyltris(oxyethylene) |tris[triethylam- 
monium iodide].—Tri(diethylaminoethoxy)benzene tri- 
ethyliodide. The structural formula of gallamine triethio- 
dide may be represented as follows: 


OCH,CHZN*(CH,CH5), I 

' 
-OCH,CHN*(CH2CHy)y I 
-OCH,CH2N*(CH2CHs), * 


Physical Properties: Gallamine triethiodide is a white, fluffy, 
hygroscopic powder. It is freely soluble in water, soluble in alco- 
hol, very slightly soluble in chloroform, and insoluble in ether. 
A 2% solution is clear and colorless, and has a pH of 5.3-6.3. 

Identity Tests: Dissolve about 0.1 gm. of gallamine tri- 
ethiodide in 2-3 ml. of sulfuric acid, cool the solution, add 5 
ml. of carbon tetrachloride, and shake the mixture: the carbon 
tetrachloride layer becomes purple (presence of iodine). 

Dissolve about 0.15 gm. of gallamine triethiodide in 15 ml. 
of water and divide the solution into three portions. To one por- 
tion add 1 ml. of diluted nitric acid and | ml. of silver nitrate 
T.S.: a yellow precipitate of silver iodide forms. To the second 
portion add 1 ml. of 0.1 N iodine: a brown precipitate forms. 
To the last portion add 1 ml. of mercuric potassium iodide 
T.S.: a yellow precipitate forms. 

Dissolve about 0.5 gm. of gallamine triethiodide in 25 ml 
of water. To about 10 ml. of this solution add, dropwise, a 
saturated solution of picric acid until no more precipitate forms 
Filter and dry the precipitate in a vacuum desiccator over phos- 
phorus pentoxide: the picrate formed softens at 52° and melts 
completely by 58°. 

Purity Tests: Run a U.S.P. test for sulfate in reagents: the 
amount of sulfate does not exceed 0.004%. 

Dissolve 0.1 gm. of gallamine triethiodide in 23 ml. of water, 
add 2 ml. of diluted acetic acid, and run a U.S.P. heavy metals 
test: the amount of heavy metals does not exceed 20 ppm. 

Dry about 0.5 gm. of gallamine triethiodide, accurately 
weighed, at 105° for 4 hours: the loss in weight does not exceed 
1.0%. 

Ash about 0.5 gm. of gallamine triethiodide, accurately 
weighed: the amount of residue does not exceed 0.05%. 
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Assay: (lodine) Transfer to a 500 ml. Erlenmeyer flask about 
0.2 gm. of gallamine triethiodide, accurately weighed. Add 50 
ml. of water, 20 ml. of 0.1 N silver nitrate, and 5 ml. of nitric 
acid. Boil to coagulate the precipitated silver iodide. Cool the 
mixture, add 2 ml. of nitrobenzene and 3 ml. of ferric ammonium 
sulfate T.S., and titrate with 0.1 N ammonium thiocyanate to 
a faint pink. Each milliliter of 0.1 N silver nitrate consumed 
is equivalent to 0.01269 gm. of iodine and 0.02972 gm. of 
anhydrous gallamine triethiodide. The amount of iodine is not 
less than 41.8 nor more than 43.5%, equivalent to not less than 
98.0 nor more than 102.0% of gallamine triethiodide. 

(Nitrogen) Transfer to a semimicro Kjeldahl flask about 0.5 
gm. of gallamine triethiodide, accurately weighed. Add 10 ml. 
of surfuric acid and digest until free from iodine. Cool and add 
3 gm. of a mixture of 2.7 gm. of potassium sulfate and 0.3 gm. 
of mercuric oxide. Digest for 4 hours. Cool the flask, add 15 ml. 
of water, cool it again, connect it to an ammonia-distillation 
apparatus, and add 40 ml. of 40% sodium hydroxide and 15 
ml. of 40% sodium thiosulfate. Distil the ammonia into 100 
ml. of 4% boric acid. Using a mixed indicator (1:5 methyl red 
T.S. and bromocresol green T.S.), titrate the solution with 0.1 
N sulfuric acid. Each milliliter of 0.1 N acid is equivalent to 
0.001401 gm. of nitrogen and 0.02972 gm. of anhydrous galla- 
mine triethiodide. The amount of nitrogen is not less than 4.62 
nor more than 4.80%, equivalent to not less than 98.0 nor more 
than 102.0% of gallamine trieihiodide. 

Gallamine triethiodide may also be assayed biologically. 


Dosage Forms of Gallamine Triethiodide 

So.utions. /dentity Tests: The solutions respond to the iden- 
tity tests for the active ingredient in the monograph for galla- 
mine triethiodide. 

Assay: (lodine) Pipet into a 500 ml. Erlenmeyer flask a 
volume of the solution, accurately measured, equivalent to about 
0.2 gm. of gallamine triethiodide. Proceed as directed in the 
assay for iodine in the monograph for gallamine triethiodide. 
Each milliliter of 0.1 N silver nitrate consumed is equivalent 
to 0.02972 gm. of anhydreus gallamine triethiodide. The amount 
of gallamine triethiodide is not less than 98.0 nor more than 
102.0% of the labeled amount. 

(Nitrogen) Pipet into a semimicro Kjeldahl flask an amount 
of solution, accurately measured, equivalent to about 0.4 gm. 
of gallamine triethiodide and proceed as directed in the assay 
for nitrogen in the monograph for gallamine triethiodide. Each 
milliliter of 0.1 N sulfuric acid is equivalent to 0.02972 gm. of 
anhydrous gallamine triethiodide. The amount of gallamine tri- 
ethiodide present is not less than 98.0 nor more than 102.0% 
of the labeled amount. 

The solution may also be assayed biologically. 

Lederle Laboratories Division, American Cyanamid Company, coop- 
erated by furnishing scientific data to aid in developing this monograph. 


Piperazine Citrate. —3C,H,)N»2.2C,;H,O;.—M.W. 
642.68.—The structural formula of piperazine citrate 
may be represented as follows: 


4° 
HC-C—OH 


" | 49 
3 @ 2HO-C-C—OH 
N | 40 


HC-C—OH 


Physical Properties: Piperazine citrate is a white, almost odor- 
less solid, m.p. 182-187° (with decomposition). It is freely 
soluble in water and practically insoluble in alcohol, in chloro- 
form, and in ether. The pH of a 10% solution is 5.0-6.0. 

Identity Tests: In a 25 ml. beaker dissolve about 0.4 gm. of 
piperazine citrate in 3 ml. of water and add 2 ml. of alcohol. 
Add, with stirring, 3 ml. of a 20% alcoholic solution of tri- 
chloroacetic acid and allow the mixture to stand at room tem- 
perature for 30 min. Suction filter the mixture and wash the 
residue with three 5 ml. portions of alcohol. Recrystallize the 
residue from diluted alcohol and dry in a vacuum over phos- 
phorus pentoxide for 4 hours: the piperazine trichloroacetate 
formed melts at 115-121°. 

Place in a test tube about 0.3 gm. of piperazine citrate, 3 ml. 
of water, 2 ml. of sodium hydroxide T.S., and 0.5 ml. of benzoyl 
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chloride. Stopper the tube, shake it vigorously for about 15 min, 
and cool it in running water if it starts to heat up. Finally allow 
the tube to stand at room temperature for 30 min. Filter the 
mixture, wash the residue with 10% sodium carbonate, recrystal- 
lize the residue from diluted alcohol, and dry the crystals over 
phosphorus pentoxide for 4 hours: the 1,4-dibenzoylpiperazine 
formed melts at 189-195°. 


Purity Tests: Dissolve 1 gm. of piperazine citrate in 23 ml, 
of water, add 2 ml. of diluted acetic acid, and run a U.S-P. 
heavy metals test: the amount of heavy metals does not exceed 
20 ppm. 

Dry about 1 gm. of piperazine citrate, accurately weighed, 
at 105° for 6 hours: the loss in weight does not exceed 14.0%, 
Alternatively, determine the moisture by the U.S.P. Karl Fischer 
method, 

Char about 1 gm. of piperazine citrate, accurately weighed, 
cool the residue, add 1 ml. of sulfuric acid, heat cautiously until 
evolution of sulfur trioxide ceases, ignite, cool, and weigh: the 
residue does not exceed 0.05%. 


Assay: (Piperazine) Transfer to a 250 ml. Erlenmeyer flask 
about 0.20 gm. of piperazine citrate, accurately weighed, and 
add 100 ml. of glacial acetic acid. Heat on a steam bath, if 
necessary to complete solution, and cool to room temperature. 
Add 2 drops of 1% crystal violet in glacial acetic acid, and 
while stirring mechanically, slowly titrate with 0.1 N perchloric 
acid to a blue-green end point which is stable for about 1 min. 
Each milliliter of 0.1 N perchloric acid is equivalent to 0.009712 
gm. of piperazine hexahydrate and 0.01071 gm. of anhydrous 
piperazine citrate. The amount of piperazine citrate is not less 
than 97.0 nor more than 103.0%. 

(Nitrogen) Transfer to a semimicro Kjeldahl flask about 0.15 
gm. of piperazine citrate, accurately weighed, and digest it for 
4 hours with 7 ml. of sulfuric acid, 2.7 gm. of potassium sul- 
fate, and 0.3 gm. of mercuric oxide. Cool the flask, add 15 ml. 
of water, cool it again, connect it to an ammonia-distillation 
apparatus, and add 30 ml. of 40% sodium hydroxide and 10 
ml. of 40% sodium thiosulfate. Distil the ammonia into 20 ml. 
of 4% boric acid. Using a mixed indicator (1:5 methyl red T.S. 
and bromocresol green T.S.), titrate the solution with 0.1 N 
sulfuric acid. Each milliliter of 0.1 N acid is equivalent to 
0.001401 gm. of nitrogen and 0.01071 gm. of anhydrous pipera- 
zine citrate. The amount of nitrogen is not less than 12.7 nor 
more than 13.5%, equivalent to not less than 97.0 nor more 
than 103.0% of piperazine citrate. 


Dosage Forms of Piperazine Citrate 


Syrups. /dentity Tests: The syrups respond to the identity tests 
for the active ingredient in the monograph for piperazine citrate. 

Assay: (Piperazine) Using a pipet “to contain,” transfer to 
a 250 ml. Erlenmeyer flask an amount of syrup, accurately 
measured, equivalent to about 0.2 gm. of piperazine citrate. 
Wash the pipet with water, add the washings to the sample, and 
heat the flask on a steam bath until a very thick syrup results. 
Add 100 ml. of glacial acetic acid, heat until all the solid ma- 
terial dissolves, and cool to room temperature. Add 2 drops of 
a 1% solution of crystal violet in glacial acetic acid, and while 
Stirring mechanically, slowly titrate with 0.1 N perchloric acid 
in glacial acetic acid to a blue-green end point which is stable 
for about 1 min. Each milliliter of 0.1 N perchloric acid is 
equivalent to 0.01071 gm. of anhydrous piperazine citrate. The 
amount of piperazine citrate is not less than 90.0 nor more than 
110.0% of the labeled amount. 


The Blue Line Chemical Company and Burroughs Wellcome & Com- 
pany, Inc., cooperated by furnishing scientific data to aid in developing 
this monograph. 


Piperazine Tartrate.—C,H,)N2.C,H,O,g.—M. W. 
236.23.—The structural formula of piperazine tartrate 
may be represented as follows: 


Oo Oo 
HN | NH+ HOC-CHOH-CHOH-C OH 
ea! 


The piperazine hexahydrate used in preparing pipera- 
zine tartrate responds to the tests and standards in the 
monograph for piperazine hexahydrate. 
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Dosage Forms of Piperazine Tartrate 


Syrups. Identity Tests: The syrups respond to the identity 
tests for the active ingredient in the monograph for piperazine 
hexahydrate. 

{ssay: (Piperazine) Using a pipet “to contain,” transfer to 
a 250 ml. Erlenmeyer flask an amount of syrup, accurately meas- 
ured, equivalent to about 0.1 gm. of anhydrous piperazine. 
Wash the pipet with glacial acetic acid and add enough glacial 
acetic acid to give about 100 ml. of solution. Add 2 drops of 
a 1% solution of crystal violet in glacial acetic acid, and while 
stirring mechanically, slowly titrate with 0.1 N perchloric acid 
in glacial acetic acid to a blue-green end point which is stable 
for about 1 min. Each milliliter of 0.1 N perchloric acid is 
equivalent to 0.009712 gm. of piperazine hexahydrate. The 
amount of piperazine hexahydrate is not less than 90.0 nor more 
than 110.0% of the labeled amount. 


Lincoln Laboratories, Inc., cooperated by furnishing scientific data to 
aid in developing this monograph. 


Piperazine Hexahydrate.— C,H, )N2.6H,O.— M.W. 
194.24.—The structural formula of piperazine hexahy- 
drate may be represented as follows: 


Nw 
( J e@ 6H,0 
N 
Physical Properties: Piperazine hexahydrate i; a white or 
colorless crystalline solid with a slight odor. It melts at 43-45”. 


It is freely soluble in alcohol and in water, and very slightly 
soluble in ether. The pH of a 10% solution is 10.8-11.8. 


Identity Tests: In a 50 ml. beaker dissolve about 0.3 gm. of 
piperazine hexahydrate in 5 ml. of diluted alcohol. Add, with 
stirring, 3 ml. of a 20% solution of trichloroacetic acid in alco- 
hol, and allow to stand at room temperature for 30 min. Suc- 
tion filter the mixture and wash the residue with three 5 ml. 
portions of alcohol. Recrystallize the residue from diluted alco- 
hol and dry in a vacuum over phosphorus pentoxide for 4 hours: 
the trichloroacetate formed melts at 120-124”. 

Place in a test tube about 0.2 gm. of piperazine hexahydrate, 
3 ml. of water, 2 ml. of sodium hydroxide T.S., and 0.5 ml. of 
benzoyl chloride. Stopper the tube and shake it vigorously for 
about 15 min.; cool it in running water if it starts to heat up. 
Finally allow the tube to stand at room temperature for 30 min. 
Filter the mixture, wash the residue with 10% sodium carbonate, 
recrystallize the residue from diluted alcohol, and dry the crys- 
tals over phosphorus pentoxide for 4 hours: the 1,4-dibenzoyl- 
piperazine formed melts at 189-193°. 

Purity Tests: Dissolve 1 gm. of piperazine hexahydrate in 23 
ml. of water, add 2 ml. of diluted acetic acid, and run a U.S.P. 
heavy metals test: the amount of heavy metals does not exceed 
20 ppm. 

Determine the amount of moisture by the U.S.P. Karl Fischer 
method: the amount of moisture is not less than 52.7 nor more 
than 58.7%. 

Char about 1 gm. of piperazine hexahydrate, accurately 
weighed, cool the residue, add | ml. of sulfuric acid, heat cau- 
tiously until evolution of sulfur trioxide ceases, ignite, cool, and 
weigh: the residue does not exceed 0.05%. 

Assay: (Piperazine) Transfer to a 250 ml. Erlenmeyer flask 
about 0.25 gm. of piperazine hexahydrate, accurately weighed, 
equivalent to about 0.1 gm. of anhydrous piperazine, and add 
100 ml. of glacial acetic acid. Heat the loosely stoppered Erlen- 
meyer flask on a steam bath, if necessary to complete solution, 
and cool to room temperature. Add 2 drops of 1% crystal violet 
in glacial acetic acid and while the solution is mechanically 
stirred, slowly titrate with 0.1 N perchloric acid to a blue-green 
nd point which is stable for about one minute. Each milliliter 
of 0.1 N perchloric acid is equivalent to 0.004307 gm. of anhy- 
lrous piperazine and 0.009712 gm. of piperazine hexahydrate. 
ihe amount of anhydrous piperazine is not less than 43.0 nor 
more than 45.7%, equivalent to not less than 97.0 nor more 
han 103.0 of piperazine hexahydrate. 


cool, and weigh: the residue does not exceed 0.15%. 
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(Nitrogen) Transfer to a semimicro Kjeldahl flask about 0.14 
gm. of piperazine hexahydrate, equivalent to about 0.067 gem 
of anhydrous piperazine, accurately weighed, and digest it for 
4 hours with 7 ml. of sulfuric acid, 2.7 gm. of potassium sul- 
fate, and 0.3 gm. of mercuric oxide. Cool the flask, add 15 ml 
of water, cool it again, connect it to an ammonia-distillation 
apparatus, and add 30 ml. of 40% sodium hydroxide and 10 
ml. of 40% sodium thiosulfate. Distil the ammonia into 20 ml 
of 4% boric acid. Using a mixed indicator (1:5 methyl red T.S 
and bromocresol green T.S.), titrate the solution with 0.1 A 
sulfuric acid. Each milliliter of 0.1 N acid is equivalent to 
0.001401 gm. of nitrogen, 0.004307 gm. of anhydrous pipera 
zine, and 0.009712 gm. of piperazine hexahydrate. The amount 
of nitrogen based on anhydrous piperazine is not less than 31.6 
nor more than 33.5%, equivalent to not less than 97.0 nor more 
than 103.0% of anhydrous piperazine. The amount of nitrogen 
based on piperazine hexahydrate is not less than 14.0 nor more 
than 14.9%, equivalent to not less than 97.0 nor more than 
103.0% of piperazine hexahydrate. 

The Blue Line Chemical Company and Lincoln Laboratories, Inc 


cooperated by furnishing scientific data to aid in developing this mono 
graph. 


Protoveratrine A and B Maleates.—The maleate salt 
of a mixture of two alkaloids, isolated by appropriate 
means, from Veratrum album. The chemical structure 
of the two alkaloids has not been established. 


Physical Properties: Protoveratrine A and B maleates is a 
white to buff colored powder with a faint characteristic odor 
and a strong sternutatory action. It melts at 210-222° (with de- 
composition). It is freely soluble in alcohol, in chloroform, and 
in water, and very slightly soluble in ether and in petroleum ether. 
The pH of a 0.2% aqueous solution of protoveratrine A and 
B maleates is 4.1-4.7. 


Identity Tests: Suspend about 5 mg. of protoveratrine A and 
B maleates in 5 ml. of sulfuric acid: a pink color appears in 2-3 
min. and gradually deepens in intensity. The suspension exhibits 
a blue-green fluorescence under ultraviolet light. 

Prepare a solvent system for paper chromatography by mix- 
ing for 2 min. in a 250 ml. separatory funnel 49.5 ml. of water, 
49.5 ml. of ethylene dichloride, and 1.0 ml. of acetic acid. Use 
the aqueous phase to saturate the atmosphere of the chromato- 
graphic chamber. Place on a 1.5x22.5 inch strip of Whatman 
No. | filter paper 0.05 ml. of a 1% solution of protoveratrine 
A and B maleates in chloroform and air-dry the strip. Develop 
the chromatogram by the descending technic with the ethylene 
dichloride until the solvent front is at least 30 cm. from the 
origin. Air-dry the strip, flood it with sulfuric acid, and examine 
under a strong source of ultraviolet light: only two blue-green 
fluorescent bands appear with approximate R; values (ratios of 
the movement of the bands to the movement of the advancing 
fronts of solvent) of about 0.9 for protoveratrine A maleate and 
about 0.1 for protoveratrine B maleate. 

The specific rotation, [¢|25,p, of a 1° solution of protovera- 
trine A and B maleates in pyridine is —33.2 to -38.4°. 

Prepare a 0.0025% solution of protoveratrine A and B male- 
ates as follows. Transfer to a 100 ml. volumetric flask 0.1 gm 
of protoveratrine A and B maleates, accurately weighed, fill to 
the mark with water, and mix. Transfer to a second 100 ml 
volumetric flask 10 ml. of this solution, fill to the mark with 
water, and mix. Finally transfer to a third 100 ml. volumetric 
flask 25 ml. of this solution, fill to the mark with water, and 
mix. This solution exhibits an ultraviolet absorbance maximum 
at about 211 mz {absorptivity (1%, | cm.) about 148}. 

Purity Tests: Suspend about 5 mg. of protoveratrine A and B 
maleates in 5 ml. of sulfuric acid: no green or yellowish green 
color appears immediately (absence of certain other veratrum 
alkaloids and alkamines). 

Dry about 0.5 gm. of protoveratrine A and B maleates, 
accurately weighed, in a vacuum at 50° fcr 3 hours: the loss in 
weight does not exceed 3.0%. 

Char about 0.5 gm. of protoveratrine A and B maleates, 
accurately weighed, cool the residue, add | ml. of sulfuric acid, 
heat cautiously until evolution of sulfur trioxide ceases, ignite, 
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Assay: (Protoveratines A and B) Transfer to a 125 ml. sepa- 
ratory funnel 0.1 gm. of protoveratrine A and B maleates, accu- 
rately weighed, and dissolve in 50 ml. of water. Saturate the 
aqueous solution with sodium chloride and add 3 ml. of am- 
monium hydroxide. Extract with six 25 ml. portions of chloro- 
form, wash the combined chloroform extracts with 10 ml. of 
water, and discard the wash water. Concentrate the chloroform 
solution to about 5 ml., add exactly 25 ml. of 0.02 N hydro- 
chloric acid, and heat on the steam bath to remove the remain- 
ing chloroform. Cool the solution to room temperature and 
titrate the excess acid with 0.02 N sodium hydroxide, using 
bromocresol blue T.S. as an indicator. Each milliliter of 0.02 N 
hydrochloric acid is equivalent to 0.01604 gm. of protoveratrines 
A and B and 0.01836 gm. of protoveratrine A and B maleates. 
The amount of protoveratrines A and B is not less than 84.6 
nor more than 90.0%, equivalent to not less than 97.0 nor more 
than 103.0% of protoveratrine A and B maleates. 

Transfer to a 250 ml. separatory funnel about 1.3 gm., accu- 
rately weighed, of protoveratrine A and B maleates and dis- 
solve in about 75 ml. of water. Make the solution alkaline with 
ammonium hydroxide, extract with six 30 ml. portions of chloro- 
form, wash the combined chloroform extracts with two 25 ml. 
portions of water, and discard the wash water. Evaporate the 
chloroform and dry the residue in a vacuum oven at 50° for 3 
hours. Prepare a solvent system for a Craig countercurrent dis- 
tribution by mixing for 2 min. in a 1000 ml. separatory funnel 
396 ml. of water, 396 ml. of chloroform, and 8 ml. of glacial 
acetic acid. Use 20 ml., accurately measured, of the aqueous 
phase and 20 ml., accurately measured, of the chloroform phase 
in each step of a 14 step procedure. Use 60 ml. separatory fun- 
nels numbered 0 to 14. Transfer to funnel 0 1 gm. of the previ- 
ously prepared protoveratrines A and B, accurately weighed. 
Move the chloroform phase. After funnel 14 is reached, with- 
draw to test tubes 0.1 ml. samples, accurately measured, from 
each phase from each funnel, and combine the two samples from 
each funnel to make 15 composite samples. Evaporate these 
samples to dryness in a vacuum at room temperature. To each 
dried sample, and to four 0.5 mg. samples of the lot of proto- 
veratrines A and B being examined, add 5 ml. portions of sul- 
furic acid. Allow the tubes to stand for 16 hours at room tem- 
perature, then spectrophotometrically determine the absorbances 
in 1 cm. quartz cells at 492 mw, using sulfuric acid as a blank. 
The concentration of protoveratrines A and B in the combined 
aliquots from each funnel taken for assay in mg./ml.=(absorb- 
ance of the combined sample—average absorbance of four stand- 
ards) x 5.0. The distribution curve shows two peaks, one in fun- 
nel 2 and the other in funnel 10 or 11. Take the total weight of 
alkaloid in funnels 0 to 5 as protoveratrine B and the total weight 
of alkaloid in funnels 6 to 14 as protoveratrine A. The amount 
of protroveratrine A is not less than 35.0 nor more than 65.0% 
and the amount of protoveratrine B is not more than 65.0 nor 
less than 35.0% of the amount of protoveratrines A and B used 
in the distribution procedure. The amount of material found in 
funnel 5 is not more than 3.5%, and the total amount of ma- 
terial found in all funnels is not less than 95.0 nor more than 
105.0% of the amount used in the distribution procedure. 


Dosage Forms of Protoveratrine A and B Maleates 


TaBLEts. Identity Tests: The color developed in the assay 
for protoveratrines A and B serves as an identity test for this 
substance. 

Assay: (Protoveratines A and B) Weigh 30 tablets and 
powder them. Transfer to a 125 ml. glass-stoppered Erlenmeyer 
flask exactly 50 ml. of chloroform, and add an amount of 
powder, accurately weighed, equivalent to about 3 mg. of proto- 
veratrine A and B maleates. To a second glass-stoppered Erlen- 
meyer flask add 50 ml., accurately measured, of a 0.006% 
solution of standard protoveratrine A and B maleates in chloro- 
form. (The standard protoveratrine A and B maleates is obtain- 
able from the manufacturer.) To each flask add 10 ml. of diluted 
ammonia solution and shake mechanically for 30 min. Centrifuge 
the mixtures in glass-stoppered centrifuge tubes. Transfer to 
test tubes 5 ml., accurately measured, of each chloroform phase. 
To a third tube add 5 ml. of chloroform for a blank. Evaporate 
the chloroform on a steam bath in a current of hot air. Evenly 
distribute the last portion of chloroform around the bottom of 
each tube by swirling prior to final drying. Cool the tubes in 
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an ice bath for 2 min. Remove the tubes from the ice bath, to 
each tube add 5 ml. of 50% (v/v) sulfuric acid (The acid con- 
centration is critical: make up enough acid for all the samples 
to be assayed at one time.), and heat on a boiling water bath 
for 10 min. Mix the contents of each tube at least once a minute 
during the heating period. Cool the tubes in an ice bath for 
2 min. and let them stand at room temperature for 30-60 min 
Filter the solutions through pledgets of glass wool, if necessary. 
Spectrophotometrically determine the absorbances in 1 cm. cells 
at 524 ms, using the contents of the blank tube to zero the 
instrument. The concentration of protoveratrine A and B 
maleates in the aliquot taken for assay in mcg./ml.=(absorbance 
of sample—absorbance of standard)60.0, where 60.0 is the 
concentration of standard in mcg./ml. The amount of proto- 
veratrine A and B maleates is not less than 90.0 nor more than 
110.0% of the labeled amount. 


Eli Lilly & Company cooperated by furnishing scientific data to aid 
in developing this monograph. 


Sodium Levothyroxine.—C, ; Ho I, NNaO,. 5H,O0.— 
M.W. 888.96.—3,3’,5,5’-tetraiodothyronine pentahy- 
drate.—The structural formula of sodium levothyroxine 
may be represented as follows: 


I, I 
y) 
HO- -0- -CH,CHC—ONa @ 5H,0 
ry 1 


Physical Properties: Sodium levothyroxine is a light yellow 
to buff, odorless, tasteless powder. It is very slightly soluble in 
chloroform and in ether. The approximate amounts which dis- 
solve at 25° in 10 ml. of the following solvents are: 0.4 gm. in 
alcohol and 0.2 gm. in water. Sodium levothyroxine is hygro- 
scopic, but it is stable in dry air and at room temperature. The 
pH of a saturated solution is 8.4-9.4. 

Identity Tests: Heat about 50 mg. of sodium levothyroxine 
in a platinum dish over a free flame: it decomposes and liberates 
purple vapors of iodine. 

To about 0.5 mg. of sodium levothyroxine add 7.5 ml. of 
acidic sodium chloride (30 ml. of water, 25 ml. of alcohol, 
10 ml. of 1 N sodium hydroxide, and 10 ml. of hydrochloric 
acid) and 1 ml. of freshly prepared 1% sodium nitrite. Allow to 
stand for 10 min. at room temperature and then add 1.25 ml. 
of strong ammonia solution: a pink color develops which persists 
for at least 5 min. 

The specific rotation, [4]25,p, of a 4% solution of sodium 
levothyroxine in a mixture of 16.7 ml. of 2 N nitric acid, 
33.3 ml. of ethyl acetate, and 50.0 ml. of alcohol is +13 to 
+15°, 

A 0.0005% solution, prepared as directed in the spectrophoto- 
metric assay for sodium levothyroxine, exhibits an ultraviolet 
absorbance maximum at about 225 mz [absorptivity (1%, 1 cm.), 
about 616] and a minimum at about 218 mz. 

Purity Tests: Shake an amount of powder equivalent to 10 mg. 
of anhydrous sodium levothyroxine with 10 ml. of water, con- 
taining 1 drop of nitric acid, for 5 min. and filter. Dilute the 
filtrate to 10 ml. with water passed through the filter paper, add 
3 drops of silver nitrate T.S., and mix: the turbidity does not 
exceed that of 0.1 mi. of 0.02 N hydrochloric acid diluted to 
10 ml. and treated in the same manner. 

Char about 1 gm. of sodium levothyroxine, accurately 
weighed. Cool the residue, add 1 ml. of sulfuric acid, heat 
cautiously until evolution of sulfur trioxide ceases, ignite, and 
cool. Repeat the addition of sulfuric acid, etc., until the residue 
is entirely white. Dissolve the residue by heating on a steam 
bath with 20 ml. of water containing 2 ml. of diluted acetic acid 
Run a U.S.P. heavy metals test: the amount of heavy metals 
does not exceed 50 ppm. 

Dry about | gm. of sodium levothyroxine, accurately weighed, 
in a vacuum desiccator over phosphorus pentoxide for 18 hours 
the loss in weight does not exceed 10.8%. 

Assay: (Sodium Levothyroxine) Prepare a 0.0005% solution 
of sodium levothyroxine as follows: Transfer to a 100 ml. volu- 
metric flask an amount of powder, accurately weighed, equiva- 
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lent to 0.1 gm. of anhydrous sodium levothyroxine, add about 
<() ml. of alcohol, and shake the flask mechanically until the 
powder dissolves. Fill to the mark with alcohol and mix. 
Transfer to a second 100 ml. volumetric flask 10 ml. of this 
solution, fill to the mark with alcohol, and mix. Transfer to a 
third 100 ml. volumetric flask 5 ml. of this last solution, fill to 
the mark with alcohol, and mix. Spectrophotometrically deter- 
mine the absorbance in a 1 cm. quartz cell at 225 ms, using 
alcohol as a blank. The concentration of anhydrous sodium levo- 
thyroxine in the solution in mg./ml.—absorbance—61.6. The 
amount of levothyroxine is not less than 95.0 nor more than 
105.0%. 

(lodine) Mix an amount of powder, accurately weighed, 
equivalent to about 20 mg. of anhydrous sodium levothyroxine, 
with about 0.5 gm. of anhydrous potassium carbonate in a 
small nickel crucible. Cover the mixture with an additional 
1 gm. of anhydrous potassium carbonate and heat gradually 
until it is completely decomposed. Cool and transfer the residue 
with the aid of five 10 ml. portions of hot water to a 100 ml. 
volumetric flask. Heat the solution on a water bath and add 
5% potassium permanganate dropwise until the liquid remains 
pink. Then add dropwise just enough alcohol to discharge the 
pink color, cool to room temperature, dilute to the mark with 
recently boiled and cooled water, and mix. Filter through a 
dry filter paper into a dry 125 ml. Erlenmeyer flask, rejecting 
the first 20 ml. of filtrate. Transfer to a 250 ml. Erlenmeyer 
flask 50 ml. of the filtrate, accurately measured, and add about 
0.5 gm. of potassium iodide and 30 ml. of diluted sulfuric acid. 
Titrate the liberated iodine with 0.01 N sodium thiosulfate, using 
starch T.S. as an indicator near the end. Run a blank titration 
with the same reagents and in the same manner. Each milliliter 
of 0.01 N sodium thiosulfate consumed is equivalent to 
0.0002115 gm. of iodine and 0.0003329 gm. of anhydrous sodium 
levothyroxine. The amount of iodine is not less than 61.6 nor 
more than 65.5%, equivalent to not less than 97.0 nor more 
than 103.0% of sodium levothyroxine. 


Dosage Forms of Sodium Levothyroxine 

TaBLets. Identity Tests: Grind a number of tablets equivalent 
to about 0.5 mg. of sodium levothyroxine. To the powder add 
7.5 ml. of acidic sodium chloride (30 ml. of water, 25 ml. of 
alcohol, 10 ml. of 1 N sodium hydroxide, and 10 ml. of hydro- 
chloric acid) and 1 ml. of freshly prepared 1% sodium nitrite. 
Allow to stand for 10 min. at room temperature and then add 
1.25 ml. of strong ammonia solution: a pink color develops 
which persists for at least 5 min. 

Assay: (lodine) Weigh 200 tablets and powder them. Transfer 
to a large porcelain crucible an amount of powder, accurately 
weighed, equivalent to about 3 mg. of anhydrous sodium levo- 
thyroxine, add 7 gm. of anhydrous potassium carbonate, mix 
well, and gently tap the crucible several times to compact the 
mixture. Cover the mixture with an additional 10 gm. of 
anhydrous potassium carbonate and compact the mixture well 
by tapping. Ignite the mixture for 25 min. at 675-700° in a 
muffle furnace preheated to that temperature. Cool, add 20 ml. 
of water, heat gently to boiling, and decant through filter paper 
into a 500 ml. Erlenmeyer flask. Repeat the extraction by 
boiling with 20 ml. of water, then wash the crucible and the 
char on the filter paper with hot water until the filtrate measures 
about 200 ml. Add 7 ml. of freshly prepared bromine T.S., 
then cautiously add 60 ml. of 30% phosphoric acid, and boil 
until starch-iodide paper is no longer colored blue by the vapors. 
During the boiling, add water from time to time, as necessary, 
to maintain a volume of at least 200 ml. Wash down the walls 
of the flask with water and continue the boiling for 5 min. 
Cool, add 5 ml. of 5% phenol, again rinse the walls of the 
flask, and allow to stand for 5 min. Add 2 ml. of 30% phosphoric 
acid and 5 ml. of potassium iodide T.S. Titrate the liberated 
iodine using starch T.S. as an indicator near the end. Run 
4 blank titration with the same reagents and in the same manner. 
Each milliliter of 0.01 N sodium thiosulfate consumed is equiva- 
lent to 0.0002115 gm. of iodine and 0.0003329 gm. of anhydrous 
sodium levothyroxine. The amount of sodium levothyroxine is 
not less than 85.0 nor more than 115.0% of the labeled amount. 


Travenol Laboratories, Inc., Subsidiary of Baxter Laboratories, Inc., 
~perated by furnishing scientific data to aid in developing this mono- 
ph. 
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Vibesate.—A mixture containing 9.3% polvinate and 
3.1% malrosinol in a mixture of organic solvents and a_ 
propellent. The chemical structures of these polymers 
are not known. 

For tests and standards for polvinate and malrosinol 
see the monographs for these materials. 


Dosage Forms of Vibesate 

Spray. Physical Properties: The spray produces a light yellow 
transparent film composed of polvinate and malrosinol. 

Assay: (Total Contents) Accurately weigh a spray can and 
cool it for about 30 min. in a mixture of solid carbon dioxide 
and acetone. Carefully cut open the can and transfer the con- 
tents to a tared 400 ml. beaker. Wash the can thoroughly with 
a 50:50 mixture of acetone and ethyl acetate, and combine the 
washings with the contents of the can. Save this solution for 
determination of the total solids. Dry the can at 105° for 3 
hours and weigh. The total contents of the can is not less than 
93.0 nor more than 107.0% of the labeled amount 

(Total Solids) In a current of air evaporate the solution in 
the tared 400 ml. beaker saved from the total contents deter- 
mination. Then heat the beaker at 60° in a vacuum for about 
12 hours. The amount of total solids is not less than 95.0 nor 
more than 105.0% of the labeled amounts of polvinate and 
malrosinol. 


Malrosinol.—Malrosinol is a modified maleic acid 
rosin ester in which the esterification and polymerization 
are carried out to reach certain physical properties. The 
chemical structure of malrosinol is not known. 

Physical Properties: Malrosinol when ground is a light yellow, 
heterogenous material with very little odor. The opaque material 
fuses into a transparent material at 75-95". It is freely soluble 
in benzene, in chloroform, in ether, and in ethyl acetate; and 
is practically insoluble in alcohol and in water. The material 
has a specific gravity of 1.09-1.11. The viscosity of a 5% solution 
in toluene at 25° is 0.840-0.850 centipoises and the viscosity of 
a 50% solution is 65-140 centipoises. 

Purity Tests: Dry about 1 gm. of malrosinol, accurately 
weighed, in a vacuum over phosphorus pentoxide for 10 hours: 
the loss in weight does not exceed 1.0%. 

Char about 1 gm. of malrosinol, accurately weighed, cool 
the residue, add 1 ml. of sulfuric acid, heat cautiously until 
evolution of sulfur trioxide ceases, ignite, cool, and weigh: the 
residue does not exceed 0.1%. Save the residue for the heavy 
metals determination. 

Dissolve the residue from the sulfated ash determination in 
23 ml. of water, add 2 ml. of diluted acetic acid, and run a 
U.S.P. heavy metals test: the amount of heavy metals does not 
exceed 20 ppm. 








Polvinate.—A modified copolymer of vinyl chloride, 
vinyl acetate, and sebacic acid, so manufactured that 
definite physical properties are obtained. The chemical 
structure of polvinate is not known. 

Physical Properties: Polvinate is a yellow, transparent pliable 
material with a specific gravity of 1.26-1.28. The viscosity of 
a 1% solution in 4-methyl-2-pentanone at 25° is 0.980-1.000 
centipoises and the viscosity of an 18% solution is 140-300 
centipoises. 

Purity Tests: Dry about 1 gm. of polvinate, accurately 
weighed, in a vacuum over phosphorus pentoxide for 10 hours: 
the loss in weight does not exceed 1.0%. 

Char about | gm. of polvinate, accurately measured, cool the 
residue, add 1 ml. of sulfuric acid, heat cautiously until evolu- 
tion of sulfur trioxide ceases, ignite, cool, and weigh: the residue 
does not exceed 0.1%. Save the residue for the heavy metals 
determination. 

Dissolve the residue from the sulfated ash determination in 
23 ml. of water, add 2 mil. of diluted acetic acid, and run a 
U.S.P. heavy metals test: the amount of heavy metals does not 
exceed 20 ppm. 

Aeroplast Corporation cooperated by furnishing scientific data to aid 
in developing the monographs on vibesate, malrosinol, and polvinate. 








1056 EDITORIALS AND COMMENTS 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 
AUSTIN SMITH, M.D. 
- JOHNSON F. HAMMOND, M.D. 
GEORGE HALPERIN, M.D. 


Editor and Managing Publisher 
Associate Editor ., 
Editor for Medical Literature Abstracts . 


Assistant Editor , . WAYNE G. BRANDSTADT, M.D. 





Subscription price . . Fifteen dollars per annum in advance 


Cable Address . . . . “Medic, Chicago” 





TIME FOR ACTION 


The Senate Finance Committee has completed its 
hearings on H. R. 7225, the Social Security Amendments 
of 1955. The committee afforded all interested persons 
and organizations the opportunity to present their views 
on this legislation. Medical witnesses, representing state 
medical associations, specialty societies, and the Ameri- 
can Medical Association, were heard along with many 
other individuals and organizations, including propo- 
nents of the measure. 

Excerpts from the testimony of the medical witnesses, 
and others opposing the disability sections of the bill, are 
reproduced on page 1058 of this issue of THE JOURNAL. 
Concerning the proposal to pay social security benefits 
at age 50 to those certified as “disabled,” as defined in 
the bill, the testimony reveals repeated emphasis on the 
following major points: 1. An objective, thorough, and 
nonpartisan study of social security should be under- 
taken immediately, so that Congress will have valid in- 
formation on which it can base constructive action. This 
is the official policy of the American Medical Association, 
as adopted by the House of Delegates on December 1, 
1955, in Boston. 2. The medical problems involved in 
attempting to establish disability in relation to employ- 
ability would make the proposed program virtually im- 
possible to administer. 3. The cost of such a program 
cannot be calculated or predicted with any degree of ac- 
curacy. The Social Security Administration has made 
cost estimates that it admits are highly conjectural. Out- 
side sources challenge these estimates as being unrealistic 
and based on indefensible assumptions. 4. If a cash dis- 
ability benefit became a statutory right with out regard to 
financial need, pressure for expansion would be irresisti- 
ble. Without question the age limit for disability pay- 
ments would be lowered and eventually dropped, until 
the entire labor force would be eligible for disability pen- 
sions. 5. Rehabilitation, aggressively undertaken and pro- 





1. Allen, E. F.: Statistical Study of the Primary Causes of Extractions, 
J. Dent. Res. 23: 453-458 (Dec.) 1944. Survey of Needs for Dental Care: 
II. Dental Needs According to Age and Sex of Patients, Bureau of 
Economic Research and Statistics, J. Am. Dent. A, 46: 200-211 (Feb.) 
1953. 


2. Sukin, L.: The Dental Aspect of Bleeding Gums, Philadelphia Med. 
49: 1434-1436 (July 24) 1954. 


3. Naish, J.: Gingivitis, Practitioner 168: 127-132 (Feb.) 1952, 
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moted, is the real answer to the problems of the disabled 
An intensive survey of disability and other social security 
problems probably would show that the nation’s handi- 
capped will benefit more through emphasis on medical 
rehabilitation, vocational training, and placement than on 
cash assistance. A “dole for the disabled” would have 
a profoundly adverse effect on rehabilitation programs, 


It is uncertain whether the disability sections will be 
included in the bill when the Senate Finance Committee 
reports out H. R. 7225. Now is the time, therefore, for 
physicians to contact their United States senators, urging 
a thorough, objective study of Social Security before any 
additional changes are made in the system. The necessity 
of eliminating the disability sections of the bill in com- 
mittee should be stressed. 


SIGNIFICANCE OF BLEEDING GUMS 


Periodontal disease (pyorrhea) is by far the major 
cause of tooth loss in individuals over 35 years of age.’ 
Although some forms of periodontal disease progress 
with little outward manifestation, the characteristic diag- 
nostic signs most frequently seen by the physician are 
gingivitis and bleeding of the gums. Gingival inflamma- 
tion is present to some degree in most persons who eat 
chiefly soft and cooked foods, and gums may bleed from 
a variety of causes, local and systemic. However, local 
irritation almost always is the primary cause, and indeed 
it is the rare case in which systemic factors cause bleed- 
ing of the gums in the absence of some form of local 
irritation.?, Dental calculus, trauma, malocclusion, food 
impaction, and ill-fitting prostheses or restorations are a 
few of the common local factors.* 

It would be a mistake, however, to consider every 
gingival hemorrhage as a manifestation of uncomplicated 
gingivitis or periodontitis, as is frequently done. Gingival 
bleeding may sometimes be a sign of serious general dis- 
turbance that will not be detected if the oral signs are 
passed over lightly by both physician and dentist. Scurvy; 
pellagra; diabetes; leukemia; agranulocytosis; hemo- 
philia; thrombocytopenic purpura; pregnancy; allergy; 
lead, bismuth, or mercury poisoning; and various de- 
bilitating diseases are some of the underlying systemic 
conditions that may be contributory to the gingival dis- 
turbance.* From this partial listing it can be seen that, 
especially when the bleeding has persisted for several 
months, as is the case in many patients seen in the physi- 
cian’s practice, complete medical studies, supplemented 
by a careful dental survey that includes a full set of oral 
roentgenograms, should be undertaken. 

The relationship between local and systemic factors in 
periodontal disease is misunderstood by many who have 
had only limited experience in this field. In the absence 
of a systemic factor, satisfactory results are obtained 
routinely when local treatment is instituted by a dentist. 
Although removal of the local irritating factors may not 
reestablish normal gingival and periodontal health while 
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an underlying systemic disturbance remains uncorrected, 
it is virtually impossible to achieve permanent remission 
by treatment of the systemic factor alone. Prescription 
of vitamin supplements empirically as the sole treatment 
for bleeding gums is irrational and ineffectual. Anti- 
biotics may serve to relieve the acute inflammation that 
develops as a result of secondary infection by the organ- 
isms normally present in the mouth. The condition 
almost invariably returns, however, as soon as the anti- 
biotic levels are no longer effective, and removal of 
calculus and other local factors is necessary to achieve 
lasting effects. The best results are obtained only when 
all of the causative factors, usually more than one, are 
discovered and treated. 

Sukin 2 cites the case of a woman whose gums had bled 
for two years. Two physicians had prescribed vitamins, 
which did not stop the bleeding. Another physician sug- 
gested that she might have a blood dyscrasia and recom- 
mended hematological examinations. No one, however, 
suggested a dental survey. Another woman whose gums 
had also bled for two years was advised to submit to a 
variety of procedures, including tonsillectomy, none of 
which was effective. Meanwhile, because of her unsightly 
mouth she shunned human society, and because of the 
persistence of the trouble a morbid fear of cancer de- 
veloped. Again no one suggested a dental consultation. 


Both these cases illustrate the fact that, despite re- 
peated admonitions to “see your dentist twice a year,” 
a physician cannot take for granted that his patients, even 
those with the most urgent need to consult a dentist, 
have done so. The alert physician can better serve his 
patient at times by recommending a dental survey, and 
the dentist can often reciprocate, in that he may be the 
first to have an opportunity to observe evidence in the 
oral cavity of conditions that require a complete medical 
checkup. The concept of treating the patient as a whole 
sometimes must include dental service as well as medical 
attention. 


ORNITHOSIS 


In 1929 and 1930 epidemics of psittacosis occurred 
in the United States and Europe. Although these epi- 
demics did not involve large numbers of persons, the case 
fatality rate was about 20%. This brought the disease 
into prominence and led to drastic restrictions on the 
importation and interstate shipment of psittacine birds.’ 
Between 1930 and 1951 the disease became relatively 
rare. After World War II an enormous demand for para- 
keets and related species of small talking birds (small 
birds that talk as well as birds that indulge in small talk) 
has been created, and millions of such birds have been 
brought into the United States both legally and illegally. 
Many of these, especially those smuggled in, were in- 
fected with psittacosis. Whereas between 1945 and 1951 
about 28 cases per year were reported, about 444 were 
reported in 1954.? In the interval after the epidemics of 
1929, it was learned that psittacosis may be transmitted 
not only by psittacine birds but also by canaries, finches, 
pigeons, doves, chickens, ducks, pheasants, turkeys, and 
various sea birds. For this reason the term ornithosis is 
‘robably more appropriate than psittacosis. The disease 
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has been observed in various domesticated mammals, but 
no cases in humans have been definitely traced to this 
source. This disease is usually contracted by contact with 
sick or infected birds (some birds that recover remain 
carriers of the causative virus). Those who handle birds 
in pet shops are vulnerable, especially if they clean out 
the cages of infected birds. In the last few years several 
epidemics have been reported among persons employed 
in turkey-processing plants.* This was one of the main 
causes for the increase in numbers of cases in 1953 and 
1954. Laboratory infections have also been reported, 
and direct transmission from persons with the disease has 
been observed in physicians and nurses.‘ 

The causative virus, Miyagawanella psittaci, is related 
to that of venereal lymphogranuloma and that of bovine 
encephalitis. According to Fitz,' the onset may be gradual 
or abrupt. There is great variation in the severity in dif- 
ferent patients. Prostration and a dry cough are observed 
in most patients, and roentgenograms of the chest show 
ill-defined patchy infiltration of the lungs. The disease 
may last from 3 to 23 days. Death rarely occurs in pa- 
tients under 30 years of age.’ 

Because the physical and roentgenologic findings are 
not pathognomonic, the physician should suspect orni- 
thosis in any patient with a stubborn respiratory disease, 
especially if this patient has had contact with a sick bird. 
A palpable spleen in a patient with an atypical pneu- 
monia is also highly suggestive of ornithosis, but this 
finding may be missed if the patient is not examined daily. 
The diagnosis may be confirmed serologically, but treat- 
ment should not be delayed awaiting the results of such 
a test. It is better to treat the patient on the basis of pre- 
sumptive evidence than to miss the diagnosis, and, fur- 
thermore, agglutination tests do not usually become 
positive until 10 to 35 days after the onset.** Because the 
clinical course is varied, it is difficult to evaluate different 
methods of treatment. In Fitz’s experience penicillin had 
no effect, but the broad-spectrum antibiotics appeared to 
cut the duration of the illness in half. McCulloh “ found 
the results of treatment with tetracycline to be superior 
to those with other antibiotics. 

Since no immunizing agent is available, control of this 
disease involves the cooperation of breeders, distributors, 
and buyers of pet birds in treating or destroying sick 
birds and in educating the public regarding the danger. 
No imported bird should be sold until it has been in the 
United States at least three weeks, and all cases, in hu- 
mans or otherwise, should be reported to the local health 
authorities, even in communities where this is not re- 
quired by law. If effective control measures are not 
promptly applied, a continued increase in the incidence 
of this disease may be expected. 
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ORGANIZATION SECTION 


THE CASE AGAINST PAYMENTS 
FOR DISABILITY 


The following statement has been prepared by the 
Washington office of the American Medical Associa- 
tion.—Ed. 


AS DEVELOPED AT HEARINGS OF THE 
SENATE FINANCE COMMITTEE 


Since January 25 the Senate Finance Committee has 
been conducting hearings on the Social Security amend- 
ments, H. R. 7225. This report represents the case made 
against one section of the bill at those hearings—the pro- 
posal for cash payments at age 50 to those certified as 
totally and permanently disabled. Included are pertinent 
quotations from witnesses opposed to the disability sec- 
tion and extracts from the testimony of others who, 
while not recording themselves as definitely opposed to 
the plan, pointed out some of its weaknesses and dan- 
gers. Here, taken from testimony on the record of the 
Finance Committee, are the arguments made against this 
proposal by the American Medical Association, by state 
medical societies, by specialists intimately concerned with 
disabilities, by physicians and others with long years of 
experience in rehabilitation, and by the insurance in- 
dustry, which has had wide and unfortunate experience 
in administering disability insurance programs. Also pre- 
sented in brief form are the views of individuals and or- 
ganizations not directly connected with disability and 
rehabilitation. 


I 
An Intensive, Objective Study Is Needed 


In the past, Congress has always moved with com- 
mendable caution in amending the Social Security Act. 
Invariably extensive study has preceded any major al- 
terations in the program. The plan for payments for dis- 
ability at age 50 represents a significant change not only 
because of cost but also because it is an entirely new 
type of benefit—a benefit arising from a physical or 
mental ailment rather than from advanced years. 

It would seem that, if an investigation of the long- 
range implications of the entire social security program 
ever were called for, now is the time. 

Witnesses before the Senate Finance Committee have 
stated repeatedly that a nonpartisan, objective, and 
thorough study should immediately be undertaken, so 
that valid information will be available to Congress. 

* * * 


EDMUND FITZGERALD (American Life Conven- 
tion and Life Insurance Association of America).—We in 
the life insurance business are very conscious of the lack 
of real knowledge about the long-range economic impli- 
cations of our expanding social security structure. We 
want to do something about it. As one step, the Life In- 
surance Association of America has made a grant to the 
National Bureau of Economic Research for a preliminary 


or exploratory study of research needs in the general field. 
The report . . . should be available in the near future. . . , 
Thereupon we intend to digest the findings and, guided 
by them, to finance or aid in financing a broad study that 
would seek to fill in the chief gaps in knowledge about 
the economic impact of social security. For such a study 
to be of maximum value, we recognize, it would have to 
be made by a skilled staff working under independent, 
impartial auspices. 


WILLIAM ZUCKER (Commerce and Industry Asso- 
ciation of New York, Inc.).—There is a need to acquire 
experience under the 1954 disability freeze amendment 
before cash benefits to the disabled are considered. We 
understand that under the 1954 amendment state and 
federal officials in certain instances have not reached 
agreement on administrative procedures and proper con- 
trols necessary for successful operation. Administrative, 
medical, rehabilitation and control problems where dis- 
ability benefits are paid are far more serious than those 
involved in a mere freezing of rights to a benefit due in 
the future. We believe a successful operating experience 
under the 1954 amendment is a primary requisite before 
cash benefits are paid. 


CHARLES H. SMITH (Virginia Supplemental Re- 
tirement System).—It is our belief that the 1954 benefit 
amendments are too new to have provided sufficient ex- 
perience on which to add new amendments. H. R. 7225 
contemplates a change in the original philosophy of so- 
cial security by reducing the retirement age of women 
and providing disability benefits. If the basic philosophy 
of social security, which provides a floor benefit, is to be 
changed, a complete study and investigation should take 
place, following which amendments, changing that entire 
philosophy, should be enacted, rather than the piecemeal 
program now offered in H. R. 7225. 


GORDON C. NICHOLS (27 Member State and Re- 
gional Chambers of Commerce).—Our first concern . . . 
is the lack of valid information and statistical data about 
such long-term disabilities. What is the actual incidence 
of permanent and total disability; what is the average 
duration of such disablements; what are the causes; what 
are the possibilities of rehabilitation? At present there 
are no satisfactory answers to these questions. Virtually 
the only available data is that accumulated by the insur- 
ance companies based on their experience with perma- 
nent and total disability benefits during the 1930’s and 
1940’s. These data are based only on experience with a 
highly select group. . . . Unfortunately, therefore, it fails 
to provide any real basis for evaluating the effect of a 
disability benefit program designed for everyone covered 
under OASI. 


DR. MILFORD O. ROUSE (Texas Medical Associ«- 
tion).—Certainly great study and care should be exer- 
cised before liberalizations are made such as those pro- 
posed in H. R. 7225. . . . Practically no competent ac- 
tuarial consultation was had when H. R. 7225 was beinz 
considered before the House Ways and Means Com 


~a as =e Hh Uv; © 


on an ae a 





1956 


eld. 


ded 
‘hat 
Out 
udy 
> to 
nt, 


SO- 
lire 
ent 
We 
ind 
ed 
yn- 
ve, 

iS- 

Se 


ice 
re 








v1 160, No. 12 


nuitee. ... Thousands of citizens are asking for an op- 
pe tunity to learn more about the true facts of social 
security, and Citizens Committees to Study Social Se- 
curity are being formed throughout the nation. . . . Ade- 
quate time should be given for a commission to carry out 
a complete study and provision should be made for an 
unbiased, unhampered dissemination of findings and 
recommendations of this Commission. Meanwhile no 
one is going to suffer any real hardship if the present 
system, imperfect as it is, is allowed to stay in status 


quo. oc 

ROWLAND JONES JR. (American Retail Federa- 
tion). —Our fear is that the continued extension of bene- 
fits, desirable as they may seem, will reach the point 
where the resultant financial burden on both individuals 
and the economy will nullify any benefits which the wel- 
fare of the country may be expected to receive. . . . The 
present danger lies in the extension of benefits without a 
true picture as to what the financial impact of the in- 
creased benefits will be. The provisions of H. R. 7225 
... should be carefully studied to determine their long- 
range impact on the financial structure of the fund. 

x * * 


To millions of people in the United States, the social 
security system represents the basic foundation for their 
own retirement security, as well as for the protection of 
their dependents. Almost every American has a stake 
in the soundness and stability of this program. .. . Such 
a program (as H. R. 7225) can only be instituted after 
a comprehensive study of all of the factors involved. 


DR. R. O. PORTER (President, Utah Medical Asso- 
ciation)—Before any more changes are made to our 
Social Security laws the entire Social Security structure 
should be scientifically, analytically and actuarially 
studied by competent experts to determine if changes are 
needed, and if so what they should be and point the di- 
rection we should follow. 


ROBERT A. GILBERT (Investors League, Inc.).— 
The framers of the bill under consideration have accused 
themselves in the present instance of intemperate action 
by providing that hereafter an independent advisory 
Council would . . . review the status of the old-age and 
survivors insurance trust fund in relation to the long- 
term commitments of the program, etc. It would there- 
fore appear to be the judgment of the committee who 
drew this bill that in the future the act should not be 
changed without first having advice from such an ad- 
visory council who would have ample time for inde- 


pendent study and research. We agree with this sugges- 


tion but why shouldn’t the same principle apply right 
now? 


DR. DENTON KERR (Harris County, Texas, Med- 
ical Society).—1I urge the Committee to recommend to 
Congress that the entire Social Security system be thor- 
oughly studied before extending its benefits. 


ROWLAND F. KIRKS (National Automobile Deal- 
ers Association).—Social security . . . has reached a 
magnitude where any further changes may have a pro- 
found influence on the nation’s economic, social, and 
political future. ... We urge that a most comprehensive 
«-tuarial study be accomplished and that it be established 
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beyond any peradventure of doubt that an increase in 
taxes is justified at this time. 

DR. JAMES L. DOENGES (President, Association 
of American Physicians and Surgeons ).—What would be 
wrong with having this entire system, every part of it, 
investigated by a group outside of government, before 
making any changes in the law? .. . Such a group could 
secure facts and information from every area, and could 
listen to authorities who were not employees of the So- 
cial Security system. . . . We believe this would be 


healthy. 
ROBERT B. MURPHY (Attorney, State Medical So- 
ciety of Wisconsin).—The only sound position . . . is to 


analyze what has happened to the Social Security system 
since its enactment and try to set a sound course for the 
future. ... You must not let this Act become a natural 
grab bag for every social or personal problem which can 
get your attention. The original purpose of the legislation 
will be overwhelmed by all these accretions, if that con- 
tinues. 

ALBERT C. ADAMS (National Association of Life 
Underwriters).—We feel strongly that too little concern 
has been shown in the past. . . over the possible adverse 
long-range economic consequences that may result from 
the liberalizations contained in H. R. 7225, as well as 
those voted in the past, notably in 1950, 1952, and 1954. 
As a matter of fact, no one really knows what these con- 
sequences will be. About all that we do know is that what- 
ever they may be, they will have to be borne, for the most 
part, by future generations of taxpayers. .. . A study 
should embrace . . . the types and levels of benefits, .. . 
their cost and their ultimate impact upon the national 
economy in general and upon private insurance, pension 
and savings programs in particular. 


MATT TRIGGS (American Farm Bureau Federa- 
tion).—We . . . wish to urge that no action be taken at 
this time to provide disability benefits or to lower the 
age at which benefits may be received—but rather that 
a mechanism be established whereby a complete and 
comprehensive study may be made of the character and 
scope of the social problems involved and the long run 
social and economic effects of the various alternative 
means of dealing with the situation. 


WILLIAM G. CAPLES (National Association of 
Manufacturers).—It is recognized that a frequently used 
device to delay pending legislation is the referral of the 
subject to a study committee even when the subject has 
been under study for years. On this basis, the proponents 
of the proposed legislation will label the suggestion for 
study by an Advisory Council as a trite repetition of pre- 
vious recommendations and will charge that innumerable 
studies have already been made. 

And we do not disagree that such studies have been 
made—we readily acknowledge this. We merely point 
out what these studies have revealed—that while the fund 
of significant information in the general field of old age 
security is increasing, the publication of pertinent data 
is amazingly meager. 

The proposed statutory Advisory Council is the key 
provision of H. R. 7225. Such a Council would be in a 
position to initiate and maintain data presently not avail- 
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able to interested parties and the Congress. This could 
be the means of obtaining data reflecting fresh viewpoints, 
reveal unknown sources of information leading toward 
the solution of many problems now faced. 


II 


Medical Reasons Alone Would Make the Program 
Unmanageable 


Until more specific information is obtained on the 
whole field of disability and rehabilitation, medical rea- 
sons alone would appear to make the proposed program 
virtually impossible to administer. 

The question of whether a man, woman or child is 
disabled generally is one that does not easily fit into an 
objective formula or category. The medical problem of 
determination is particularly difficult, and often impos- 
sible, when neurological and psychiatric factors are in- 
volved. Often, too, physical diseases or conditions, not in 
themselves disabling, produce mental or neurological 
conditions that are disabling. There are also at least two 
other medical reasons why a program of payments for 
disability would not be manageable, unless a great deal 
more objective information is developed. First, the will- 
to-get-well is subjective, but its presence is vital in every 
difficult rehabilitation case. Particularly among mar- 
ginal income workers, there is the very great danger that 
the security of monthly payments would rob the patient 
of the desire to be rehabilitated. This is not an accusation 
of malingering; it is simply a recognition that we are 
dealing with human beings. Second, to be branded “to- 
tally and permanently disabled” certainly would have a 
disastrous emotional effect on an unknown number of 
patients. 


DR. FRANK H. KRUSEN (American Academy of 
Physical Medicine and Rehabilitation).—The determina- 
tion as to whether or not a person is totally and per- 
manently disabled involves not only a physical examina- 
tion to reveal various disease processes and impairments 
of bodily function, but also innumerable psychological 
and emotional factors, including such intangible factors 
as motivation of the individual, will power and character. 
Many persons having undoubtedly severe handicaps, 
are supporting themselves and their families in gainful 
occupations. Other persons remain idle on the public 
assistance rolls, when they have much less serious im- 
pairments. 

* * * 

It is now well known among medical experts on aging 
that, from the health standpoint, it is much better to pro- 
vide older persons with a useful occupation and a feeling 
of belonging to society than to shelve them on a pension. 
... In view of efforts to provide employment for older 
persons (who, on reaching 65, can now expect to live, on 
an average, for 13 more years) it seems unwise to en- 
courage retirement as early as age 50, on the basis of a 
simple certification of alleged total disability. 


‘DR. WRIGHT ADAMS (Illinois Medical Society).— 
The presence of diseases of the heart and blood vessels 
can usually be detected by objective means without rely- 
ing on descriptions of symptoms by the patient. Many 
persons with heart disease, however, are not disabled. 
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Disability depends chiefly upon the extent of the involve. 
ment of the heart and blood vessels from hardening of the 
arteries or high blood pressure. The estimation of the 
extent of the disease and therefore the degree of dis. 
ability is subject to great error if objective methods alone 
are used. Physicians are accustomed to assuming that 
their patients’ statements with respect to symptoms are 
reasonably accurate and that their patients want to be as 
well as possible. Therefore symptoms, that is subjective 
feelings described by the patient, are of great importance 
in deciding upon the degree of restriction of activity 
which is necessary to prolong life and provide comfort, 

Such sensations as pain, fatigue, weakness, breathless- 
ness, headache and dizziness (all subjective symptoms) 
are of the utmost importance in deciding the severity of 
disease. The extent of disability depends upon the 
severity, rather than the presence of disease. And the 
severity of the condition, in turn, is largely controlled by 
the attitude of the patient. If every person in whom heart 
disease could be demonstrated received disability pay- 
ments the expense of the program would be fabulous. 


DR. WILLIAM GREEN (American Academy of 
Orthopedic Surgeons).—Any method which supports the 
permanently disabled must of itself not contribute to in- 
creasing the problem in the permanent disability. It must 
not reduce the stimulus of the individual for rehabilitation 
and recovery. It must not make disability more attractive, 
even to some, than remunerative employment. It must 
not create an atmosphere which breeds the desire to be 
classified as permanently disabled. It must not be a 
method whose purpose can be easily violated. 


DR. CYRUS W. ANDERSON (American Academy 
of General Practice). —H. R. 7225 introduces an element 
of subjective determination. Formerly eligibility to re- 
ceive benefits depended on easily measurable criteria. 
Records will show how old a participant is and how many 
dependents he has. Unfortunately, medical science has 
not reached the point of being able to unerringly state 
whether a man is totally and permanently disabled. What 
constitutes total and permanent disability? Is the de- 
livery boy who loses both legs totally and permanently 
disabled? Or is the certifying doctor supposed to point 
out that he can still run a drill press and probably make 
more money? 

x * * 

Until recently, trained actuaries have been able to 
roughly compute the cost of additional benefits. In my 
opinion, if we add cash disability benefits this will be an 
actuarial impossibility. Every doctor has seen hundreds 
of examples. If you complain of severe chronic head- 
aches, the best neurosurgeon in the world can’t prove 
they don’t exist. But couldn’t they easily constitute total 
and permanent disability? 

An important point is: At what point is a patient re- 
habilitated? Is it when he can resume his former occu- 
pation or is it when he is capable of acquiring new skills 
and paying his own way in our socio-economic world’ 
Putting dollar signs on disability negates diagnostic skill 
in determination of disability. Despite my basic faith in 
honesty and integrity, I know the two don’t mix. 


DR. MARVIN A. BLOCK (National Committee on 
Alcoholism).—One of the greatest obstacles with which 
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the physician, as well as the family of the (alcoholic) pa- 
tient must contend, is the failure of the individual patient 
to recognize that he is suffering from an emotional ill- 
ness and should seek help. . . . In order to accomplish 
recovery, proper motivations must be present in each pa- 
tient. . . . With alcoholics the lack of incentive towards 
rehabilitation is one of the notoriously adverse symptoms 
encountered. ... In my opinion, benefit under H. R. 7225 
would adversely affect patients suffering from alcoholism, 
since it would discourage them from assuming the re- 
sponsibility of caring for themselves. . . . Such benefits 

. would also provide patients with funds with which 
to purchase the means of prolonging and intensifying 
their ailment, thus creating a vicious cycle. .. . Contrary, 
I believe, to the purpose of the bill, the patient who tries 
to help himself to recover receives no benefit. 


DR. F. J. L. BLASINGAME (American Medical As- 
sociation Board of Trustees).—We all know that there 
are many unfortunate persons who have difficulty in 
coping with the many problems of life. These people have 
inadequate, dependent personalities. They frequently fail 
— in school, in marriage, and inemployment. To such an 
unhappy individual the discovery of a real or imaginary 
impairment presents a justification for his inadequacy. 
After all, he reasons, his failures are not really his fau!t 
—they are due to his disability. Recognition of this dis- 
ability—recognition which extends to compensating him 
as a matter of statutory right—justifies, in his own mind, 
his failure to attempt to solve his problems. From a med- 
ical point of view, the most inhuman thing which we can 
do—the thing best calculated to prevent successful treat- 
ment of the neurosis—is to recognize and compensate 
the shortcoming. 


DR. DAVID B. ALLMAN (Member, American Med- 
ical Association Board of Trustees).—Disability is a con- 
cept—a relative term—rather than a concrete and 
demonstrable entity. We have only to consider those 
physically impaired individuals whom we all know to 
realize how varied is the individual reaction to handi- 
caps. Many paraplegics, many orthopedic cripples, many 
blind persons, and many men and women with the most 
severe physical handicaps are leading productive, self- 
supporting lives. . .. Scores of others, whose impairments 
are negligible in comparison, are dependent and helpless. 
Disability is physical or mental impairment—and some- 
thing more. The determination of the existence of a phys- 
ical or mental impairment presents some problems, but 
the big difficulty in pinning down the elusive concept of 
disability lies in identifying the “something more.” 


DR. JAMES L. DOENGES (President, Association of 
American Physicians and Surgeons).—In surgery we 
certify many people as able to return to their regular 
occupations, only to learn later that they have gone to 
someone else who certified them for continued disability 
for illnesses which are so difficult to define that it is im- 
possible to prove them incorrect. Such diagnoses as 
“nervous exhaustion,” “industrial fatigue” and others 
are impossible to disprove. In these cases the patient very 
lrequently remains on disability as long as he can secure 
benefits. 


* * * 
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It is almost impossible for a medical examiner to prove 
that a patient does not have a headache, a backache,-or 
some other pain with sufficient certainty to overrule the 
patient’s claim. How can one ever prove that a patient 
does not become too “nervous” to work? What kind of 
standards could be established for “nervous” or “mental” 
disability? . . . The abuses will make every calculation 
based on fact seem ridiculous. It would be absolutely 
impossible to limit claims to the type of disability en- 
visioned originally in any law which might be passed. 

E. B. WHITTEN (National Rehabilitation Associa- 
tion).—It is evident that the state agencies, rehabilitation 
agencies in particular, are not able to bring to bear upon 
the applicants their most important skills, which are the 
abilities to counsel applicants and help them determine 
their potentialities for rehabilitation. The whole empha- 
sis in this process is negative, that is, its objective is to 
prove disability. On the other hand, a rehabilitation 
evaluation is positive, it stresses abilities and potentials 
rather than disabilities. 

* * * 

The National Rehabilitation Association feels strongly 
the determinations of disability are being made in many 
instances without adequate medical information. Per- 
sonnel engaged in the states in making determinations 
are practically unanimous in supporting this viewpoint. 
State rehabilitation agencies, particularly, are distressed 
that the present methods of administering this program 
do not offer the possibilities of advancing the rehabilita- 
tion of applicants that had been expected in the begin- 
ning. If a program of cash benefits is undertaken, it is 
doubly important that more adequate medical and other 
information be available to assist in making determina- 
tions. 

It will be some time before it can be known what per- 
centage of individuals who make application under a cash 
benefits program can be rehabilitated. . . . Certainly, all 
cannot be rehabilitated at this time. 


DR. PHILIP S. HENCH (Minnesota State Medical 
Society).—-For about 34 years I have had a special inter- 
est in the rheumatic diseases, those ailments which most 
people refer to collectively as “rheumatism”. . . . Be- 
cause rheumatic diseases, nervous and mental conditions 
and heart disease are much more common than any 
others in this country, there will be a Correspondingly 
greater number of pension-applicants with these dis- 
eases. 

* * * 

I am confused about the definition of disability. . . . 
What income status does “any substantial gain” mean? 
What is substantial for one person will not be for another, 
and how can one “medically determine” functional dis- 
turbances? There are many complaints which the phy- 
sicians must accept from the patient on faith and with- 
out “proof,” but the doctor can usually accept it on faith, 
if the question of pensions is not involved. 

There appear to be three types of disability. 1. Total 
disability as defined herein. 2. Medical disability when 
objective and there are laboratory evidences thereof. 3. 
A disability measured entirely by inability to function. 
Whether or not the patient is permanently disabled 
hinges usually on that unmeasurable ingredient—the 
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will. It is a serious thing when a commission has to indi- 
cate that a patient is a permanent invalid, because then 
the patient is being invalided by decree. 


MARY E. SWITZER (Director, Office of Vocational 
Rehabilitation) —The vocational rehabilitation of dis- 
abled persons is a highly individualized process. Even a 
superficial study of the many people that have been served 
by this program will show the infinite variety of human 
nature—for a handicapped person is like all the rest of 
us with the problems that everyone has. .. . We now look 
to the abilities of a person who has a physical or mental 
impairment, rather than to his disability. We look to his 
abilities to overcome his impairment and to resume an 
independent, self-respecting way of life. 


M. ALBERT LINTON (Provident Mutual Life In- 
surance Company of Philadelphia).—The fact of pro- 
nouncing a man as totally disabled and likely to remain 
so indefinitely may be a hard blow psychologically. It 
would be far better to put him under the care of a rehabil- 
itation agency where the whole emphasis would be upon 
return to useful activity. .. . Do what one would, it would 
be found exceedingly difficult to keep improper cases 
from getting on the rolls. The life insurance experience 
amply demonstrates that. As employed women advance 
in age there would be an increasing tendency for many 
to arrive at the state of mind where they would consider 
themselves proper candidates to be retired on disability 
incomes—especially if they have paid payroll taxes for 
disability income coverage. This country would do well 
to avoid that problem. 


DR. H. PHILLIP HAMPTON (Florida Medical Asso- 
ciation).—As an examining officer for an Army retiring 
board during part of World War II, I examined and 
testified concerning the disability of several hundred 
Army officers. . . . In this series of cases the most fre- 
quent cause of disability was psychoneurosis. About 50% 
of the disabilities were psychiatric in origin. Many officers 
retired for physical disability were capable and willing to 
continue military service but their retirement was re- 
quired by regulation. . . . It is my opinion that no one is 
more disabled for service than he who does not wish to 
serve, and serious physical handicap need not disable 
a person determined to serve. It is impossible by regula- 
tion to adequately define disability and to prevent fla- 
grant abuse of disability benefits. 

It was obvious that the possibility of benefit from a 
minor infirmity encouraged disability in order to seek 
gain. The disappointing spectacle of thousands of men 
after brief military service receiving disability discharges 
in time of war and national peril reached the proportion 
of a national scandal. 

Conversely, to observe the conduct of men who had 
been recently wounded in battle and when collected to- 
gether by the hundreds under tents barely made a sound, 
were most grateful for any attention, and concerned for 
the wounded man next them, was an experience which 
inspired pride. 

DR. ROBERT S. GREEN (National Medical Vet- 
erans Society).—There are no precise methods to deter- 


mine medical disability at the present time. Therefore 
these determinations are largely a matter of the personal 
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opinion of the physician involved. We know that our de- 
cisions rendered in good faith are often open to serious 
question, legal or otherwise. . . . The following language 
is from the definition of disability in H. R. 7225: ‘In- 
ability to engage in any substantial gainful activity.” What 
is meant by substantial? What is meant by gainful? . . , 
These words should be precisely defined in law and not 
left to the personal opinion of many individuals. 


DR. J. W. CHAMBERS (Medical Association: of 
Georgia)—Who can say or even estimate how many 
people there are in our state and in the other 47 who 
have obscure conditions affecting their health that make 
their work capacity difficult to evaluate medically or 
psychiatrically? How many of these could or would 
claim disability under the proposed or some other defini- 
tion of disability? What board, administrative or medical, 
can emphatically say that any John Doe does not have 
heart pain on exertion, especially in the presence of 
demonstrable heart disease? We all know that many 
thousands of people with heart disease are gainfully em- 
ployed and lead full and useful lives. Being human, it is 
possible that some of these people may prefer cash 
payment to employment. 


DR. LEWIS B. FLINN (Medical Society of Dela- 
ware).—Not only is the claimant encouraged to shop 
around until he finds a medical opinion to his liking, but 
the case certified as a genuine disability by a physician 
may be overruled by the Secretary of HEW. This projects 
the Federal government directly into the practice of medi- 
cine. 


DR. GEORGE E. DRUMHELLER (Snohomish 
Wash. County Medical Society).—As a physician, I am 
opposed to H. R. 7225 because I know from experience 
that an impartial board of physicians cannot be set up in 
any county which will be able to screen all the malingerers 
without being unfair to some of the disabled. Conversely, 
I know that if the rigid requirements of certification of the 
disabled are relaxed, it will open the door for innumera- 
ble fraudulent claims. 


DR. R. O. PORTER (President, Utah State Medical 
Association).—It is difficult enough under Workman 
Compensation laws to accurately determine the degree 
of disability where there is tangible, physical evidence of 
injury. To include . . . all types of intangible, non-con- 
fining alleged sicknesses and mental and nervous disor- 
ders, alcoholism, rheumatism, headache, female pelvic 
disorders and scores of other subjective complaints which 
cannot be proved or disproved would be to invite chaos. 
It would result in utter confusion, injustice and bitterness 
and would encourage the patient to shop for the doctor 
who would give a favorable report. 


DR. R. Q. GOODWIN (President, Oklahoma State 
Medical Association)—Is a man who is anti-social to 
the extent that he cannot hold a job long enough to sup- 
port himself and his family disabled? Is the narcotic ad- 
dict who refuses to cooperate in being cured disabled’ 
If a man complains of back pain, a headache that is in- 
tractable, or any other subjective symptom which the 
best trained diagnosticians cannot prove or disprove, is 
he disabled? Do functional mental disorders constitute 
disability? 
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DR. CONRAD M. BARNES (Kansas Medical So- 

_ry).—Since the goal of the doctor is to get the patient 
well and to rehabilitate him, the provision of cash pay- 
ments to the disabled is paradoxical. Cash payments will 
tend to restrict the vitally important “will” or “desire” to 
be rehabilitated. The provision of cash payments for dis- 
ability would be a great step to government controlled 
medical care or socialized medicine. We physicians feel 
it would lead to financial irresponsibility and national 
bankruptcy and impoverish medical care. 


DR. W. D. LINDSAY (Vermont State Medical So- 
ciety) Permanent and total disability (in the proposed 
amendment) is defined as a disability which prevents an 
individual from engaging in a gainful and useful occupa- 
tion existing in his community and from earning sufficient 
to maintain himself. The term “permanently” refers to 
a physiological, anatomical or emotional impairment 
verifiable by medical findings. The doctor carries the re- 
sponsibility for providing the agency with the information 
which bears on this part of the eligibility factor. 

Impairment must be of major importance, must be a 
condition not likely to improve, or which will continue 
throughout the lifetime of the individual. The term “to- 
tally” involves considerations in addition to those verified 
through medical findings, such as age, training, skill and 
work experience. No time factor is involved in the con- 
cept of being totally disabled. . . . This definition is, of 
necessity, vague and general, and when one considers that 
most of the so-called permanently disabled people are 
unemployable because of age, education and psychologi- 
cal handicaps, the dangers of this bill can be readily ap- 
preciated. 


INMAN H. DOUGLASS (Manager, Washington Of- 
fice of Christian Science Committee on Publication).— 
As the Social Security law has been revised from year to 
year the concern of the Christian Science church there- 
with has consistentky been to preserve inviolate the right 
of the individual to select his own methods and means of 
providing for his health and welfare. The method of 
healing and of maintaining health for a Christian Scientist 
is inseparable from his mode of worship. Consequently 
any government action which would deprive him of this 
right or impose upon him some other means of healing 
constitutes an invasion of his religious freedom. H. R. 
7225 purposes . . . a program of cash payments for 
disability based solely upon medical determination and 
treatment. This program of disability payments would 
limit the freedom of the Christian Scientist to depend 
solely upon prayer or worship of God for healing and re- 
habilitation. . .. Compulsory state medicine, in whatever 
degree adopted, would force adherents of this religion to 
act contrary to their mode of worship. Viewed in this 
light the compulsory provisions of H. R. 7225 would 
violate the principle of separation of church and state. 


JOHN W. JOANIS (Hardware Mutual Casualty Com- 
pany, Stevens Point, Wis.).—The principal problem 
laced by the companies is the difficulty in the definition 
0! “disability.” No matter how carefully you word the 
cefinition, it is subject to interpretation, stresses and 
strains that result in extensive distortion of the anticipated 
tuarial results. It is soon learned that disability is a 
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subjective thing fraught with emotion and sympathy. .. . 
One individual with a physical impairment has the mental 
ability and stamina to Overcome the impairment and to 
remain a self-supporter. Another with the same impair- 
ment is unable to, or chooses not to, overcome the handi- 
cap and is “disabled.” 

JOHN H. MILLER (American Life Convention and 
Life Insurance Association of America).—Rehabilitation 
should be attempted before, not after, certification of 
disability. It should not be given a secondary role. In 
the light of all the evidence as to the “dis-incentives” in- 
herent in cash disability benefits, it would be most un- 
fortunate if Congress should enact any legislation having 
the tendency to impede rehabilitation, for it would be 
most difficult, if not almost impossible, to modify or re- 
peal it, even after its unfortunate consequences became 
clearly evident. 

DANIEL J. REIDY (American Life Convention and 
Life Insurance Association of America).—Many people . 
become totally disabled. Relatively few remain perma- 
nently disabled. But where is the break-even point be- 
tween the incentive to work and the incentive to become 
and remain totally disabled? There are already in opera- 
tion, throughout the United States, many plans which pro- 
vide various benefits for both short-and long-term dis- 
ability. If we add another layer of disability benefits . . . 
to the attractiveness of such income-tax-free payments 
we further depress the incentive to return to work. 


EDWARD H. O'CONNOR (Managing Director, In- 
surance Economics Society of America).—Disability is 
an intangible, subjective concept. It differs materially 
from the definite fact of death or old age which are the 
two basic elements in OASI. For example, many times 
the attitude of the individual . . . will govern to some 
extent the degree of disability. It is also a fact that the 
payment of disability benefits for any length of time, even 
in modest amounts, undermines human personalities, de- 
stroys incentive and the will to seek work fitted to one’s 
capabilities. 

HENRY VISCARDI JR. (President, Abilities, Inc.). 
—TIt is unwise and unhea!thy to put all this money into a 
program designed to cut incentive, to make charity cases 
out of persons, who, while they may be physically dis- 
abled, are not occupationally handicapped. It would be 
a disservice to these persons to pass this bill. It would 
only stigmatize the disabled and make them stand out as 
wards. This is not what disabled persons want. I know 
I am considered disabled and so are the 176 men and 
women who have turned Abilities Inc., into a thriving 
business, a business that successfully competes on the 
open market against firms that employ non-impaired 
workers. 

What the disabled person wants and what he needs is 
not a pension or pity but the dignity of a productive life. 
A disabled person wants a chance to help himself, a 
chance to seek the challenges of life—a meaningful life— 
instead of a guaranteed existence. . . . It is a waste of 
money to dole out pensions to the disabled. That plan 
should be discarded in favor of a rehabilitation program 
that would enrich these men and women with productive 
and meaningful lives. 
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DR. CHESTER D. SWOPE (American Osteopathic 
Association).—Determination as to whether or not a 
person is totally and permanently disabled involves not 
only a physical examination to reveal disease processes 
and impairments of bodily function, but also psychologi- 
cal and emotional factors, including motivation and in- 
centive. A disability pension could operate in many ways 
to stifle the will on the part of the individual to cooperate 
for rehabilitation and return to self-sufficiency. 


WILLIAM G. CAPLES (National Association of 
Manufacturers)—The hard facts, are that in an ex- 
tremely high percentage of cases inability to engage in any 
gainful work is a complex matter of opinion, involving not 
only medical judgment of the extent of physical or mental 
impairment, but often more importantly, an evaluation 
of the individual’s residual capacities, and a knowledge 
of the whole field of available job opportunities suitable 
for persons with the impairments and capacities of the 
particular individual under consideration. 

Furthermore, inability to engage in any gainful work 
is a situation which is reversible in a high percentage of 
cases—not only through physical restoration but through 
prosthetic appliances and special training. 

And of primary importance is the individual’s desire 
and efforts toward rehabilitation. From social, humani- 
tarian, and economic viewpoints his rehabilitation is of 
such high importance and its achievement so dependent 
on the individual’s attitude and incentives as to bring into 
serious question any proposal for paying him assured so- 
cial security benefits so long as he is not rehabilitated. 

The bill merely throws the program to the mercy of 
those now attempting to administer the present so-called 
disability freeze. The problems presented in paying 
money for disability benefits are not only more serious— 
they are of an entirely different magnitude from the rela- 
tively simple program of freezing retirement benefit 
rights. . . . Thus, in contrast with private disability pro- 
grams, H. R. 7225 actually contemplates mass adjudica- 
tion and administration on an impersonal basis by a 
public agency, with no day-to-day contacts or prior work 
relations with the individual, no future employment to 
offer him and little effort toward rehabilitation. 


MAC F. CAHAL (American Academy of General 
Practice).—What constitutes permanent and total dis- 
abilty and when is a participant permanently and totally 
disabled? These are questions that every civil court in 
the country will be called upon to answer ... H. R. 
7225 puts the burden of providing answers squarely on 
the shoulders of the medical profession, and physicians, 
better than anyone else, know that there is no universal 
answer. 


iil 


The Cost Cannot Be Calculated 


The Social Security Administration has made estimates 
of the costs of this program, but admits that the figures 
are highly conjectural. Outside sources challenge these 
estimates as being unrealistic and based on indefensible 
assumptions. Medical and insurance experience shows 
that there is no known way to estimate the number of ill 
or handicapped persons who would qualify as totally and 
permanently disabled. Nor is there any way to estimate 
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the loss to the labor market of handicapped persons now 
productively employed who could and would withdraw 
to the pension rolls if offered this security. 

Proponents of this program frankly admit that the age 
50 deadline is just a starting point; they are confident that 
once a law is on the books, it will be just a matter of time 
before the age is dropped low enough to take in the vast 
majority of the covered working force. In fact, one mem- 
ber of the Finance Committee already has introduced an 
amendment to eliminate any age restrictions. These fac- 
tors have not been included in cost calculations for this 
program for the very good reason that they are beyond 
calculation. 


DR. WILLIAM T. GREEN (American Academy of 
Orthopedic Surgery).—The assessment of permanent 
disability . . . becomes increasingly difficult as the regard 
for a disabled state becomes greater and greater. The 
cash benefit provision in this bill is sizeable and represents 
a very satisfactory income to many individuals and par- 
ticularly in certain parts of our country. . . . Many indi- 
viduals who have been injured in industry or otherwise, 
such as in automobile accidents, are very reluctant to 
go back to work when they are financially supported even 
when they are totally capable of doing so. . . . Only when 
an agreement is reached for a final cash settlement does 
the “disability” disappear and the patient go looking for 
another job or return to work. 


ROBERT J. MYERS (Chief Actuary, Social Security 
Administration, HEW).—The estimate for the number 
of women workers age 62 to 64 who will retire and claim 
benefits is subject to variation and conjecture. . . . The 
possible number of disability beneficiaries is subject to 
much more likelihood of fluctuation. Not only do actu- 
arial experiences differ widely in this field . . . but also 
it is difficult to predict the lags in filing of claims by pros- 
pective beneficiaries and in administration for a com- 
pletely new type of benefit such as this. 


* * * 


There are no completely pertinent and valid data to 
give a precise estimate of the cost of disability benefits 
under the Old-Age and Survivors Insurance program. 
The various available experiences, however, do give a 
basis for making cost estimates, although within a rela- 
tively wide range. Thus, for example, the intermediate- 
cost estimate based on high-employment assumptions 
is... .39 percent of payroll. According to the low-cost 
estimate, this figure could be as little as .26 percent of 
payroll or, conversely according to the high-cost estimate, 
could be as high as .54 percent of payroll. (Representing 
a minimum of $900 million annually, provided employ- 
ment continues high and the program is rigidly adminis- 
tered.) The previous figures are based both on the as- 
sumption that administration of the disability benefits 
would be strict and tight and on the assumption that there 
would be high-employment conditions. If either of these 
assumptions did not materialize, the costs would be con- 
siderably higher. 


WILLIAM ZUCKER (Director of Studies, Commerce 
and Industry Association of New York, Inc.).—This 
dangerous risk proposed for the Social Security program 
may also result in additional compensation during « 
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period of depression or a temporary set-back. It is a 
well-known fact that private companies lost hundreds of 
millions of dollars during the depression on their dis- 
ability insurance policies. . .. During such periods... a 
very liberal construction would undoubtedly be given to 
the term “disability” in order to assist such claimants to 
obtain benefits. Disability benefits would be given as a 
form of unemployment insurance and socialized medicine 
would be the result. 


MATT TRIGGS (American Farm Bureau Federa- 
tion).—It the principle is once accepted that the retire- 
ment program is to be converted into a program designed 
to meet other hazards of life, it is difficult to see how far 
this may go. Is the end result to be a compulsory health 
insurance program? 


ROBERT A. GILBERT (Investors League, Inc.).— 
Inflation comes about frequently by government making 
political promises which are economically impossible of 
fulfillment without recourse to deficit financing, currency 
debasement, or outright bankruptcy and repudiation of 
solemnly entered into obligations. Down through all his- 
tory promises of more and more welfare benefits have 
always been politically popular, but when permitted to 
go beyond practical limits they became frankenstein mon- 
sters of destruction. .. . The staggering obligations that 
could be set up under this program could be met only by 
inflation, and in the process the Social Security Reserve 
Fund could become practically worthless. 


WILLIAM G. CAPLES (National Association of 
Manufacturers).—The age limitations and benefit for- 
mula proposed for disability need most critical considera- 
tion. The proposed exclusion of disabilities under age 50 
is certain of attack. Unless the statutory council can find 
an impregnable basis for an age limitation, such a limita- 
tion could not be counted on to endure—both because of 
its irrelevance to the general conception of disability 
benefits and because of its practical effect of screening 
out some of the most appealing cases. 


DR. R. B. ROBINS (Of Arkansas; Appearing as an 
Individual).—Reports have been circulating that a com- 
promise may be offered. . . . It may be suggested that 
age 60 be set as the eligibility requirement for the dis- 
ability benefits instead of age 50 as stipulated in the bill. 
The danger of such compromise is obvious. Once the 
principle of permanent disability benefits is established— 
regardless of whether it is 60 or 50—there will be in- 
evitable pressure in the years ahead to reduce and eventu- 
ally eliminate the age requirement. It is the principle, not 
the age, which is important. 


GORDON C. NICHOLS (27 Member State and Re- 
gional Chambers of Commerce ).—In view of this relative 
dearth of actuarial data, there is considerable doubt about 
the accuracy of the cost estimates (regarding) disability. 
... We cannot help but question the wisdom of initiating 
# proposal when the proponents themselves suggest that 
costs may have been understated. 

_ We wonder on what grounds Congress would justify 
the payment of permanent and total disability benefits 
{o a person aged 50 while continuing to deny such benefits 
{© a person with same work record but who was less than 


_ 


~\).... As a matter of fact, we have noted that legislation 
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has already been introduced which would provide such 
benefits for any person who can meet certain minimum 
coverage requirements. 

In 1954 the Social Security Act was amended to allow 
the freezing of old age and survivor benefit rights for 
individuals who become permanently and totally dis- 
abled. Although a year and a half has elapsed since this 
amendment was enacted, State and Federal officials in 
some instances have not yet reached complete agreement 
on the administrative procedures and proper controls 
required for the successful operation of this provision of 
the law. Certainly the medical, the administrative and the 
control difficulties inherent in a program providing for 
the immediate payment of cash disability benefits are far 
more serious than those involved in a mere freezing of 
rights to a benefit due at some distant future date. If for 
no other reason, we believe it would be a mistake to 
become engaged in paying disability benefits as a matter 
of right without first having the advantage of successful 
operating experience with the comparatively more simple 
problems of the freeze provision. 


M. ALBERT LINTON (Chairman of the Board, 
Provident Mutual Life Insurance Company of Phila- 
delphia).—The cost of a disability income provision is 
very hard to estimate. The determination of disability 
involves so much discretion and personal judgment that 
forecasts of costs are likely to be unreliable. . . . Because 
of uncertainties of the underlying assumptions and of my 
firm belief that it will be impossible to hold the coverage 
to limited age groups, I am sure that the eventual cost 
would be heavy, probably in excess of one percent of 
payroll. 


A.D. MARSHALL (U. §. Chamber of Commerce).— 
Experience shows that disabled persons with an assured 
monthly income remain disabled for a much longer period 
than others without monthly benefits. . .. The cost of dis- 
ability benefits at 50 is estimated on a “level-premium” 
basis at .26 percent to .54 percent of payroll, with an 
intermediate estimate of .39 percent. If the experience of 
OASI with disability benefits is similar to that of the Rail- 
road Retirement system, the high-cost estimate would be 
none too high. The elimination of the age restriction and 
the payment of benefits to dependents would push up 
costs to about 1.1 percent of payroll, according to the 
high estimate. 

It should be noted that these estimates are based on an 
assumption of high level employment. . . . In time of 
recession, experience has always shown a tremendous 
rise in disability claims and benefits. Part of this is really 
unemployment compensation placed on a more or less 
permanent basis. 

* * * 

Potential costs of as much as 15 percent of payroll 
have a direct bearing on the long-run financial soundness 
of our existing program. Fundamentally, this system is 
so constructed that its soundness depends upon the will- 
ingness of workers and employers to continue paying the 
taxes called for—in order to pay benefits concurrently. 

MARY E. SWITZER (Director, Office of Vocational 


Rehabilitation, HEW).—A recent study of experience in 
37 jurisdictions in the United States and 3 in Canada 
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revealed the following: the ratio of permanent disability 
cases to all compensation cases in the United States 
varied from a low of 7.7 in Florida to a high of 30.6 in 
Illinois. In Canada, Ontario had the lowest rate of 3.8 
and British Columbia had the highest, 5.1. Even more 
striking figures are found in 2 States not included in the 
study. In New York, the ratio was over 30 percent and 
in New Jersey over 66 percent. 


DR. JAMES L. DOENGES (President, Association of 
American Physicians and Surgeons).—We need not de- 
lude ourselves with any idea that the proposed tax rate 
for this program (Social Security) will be only 4 to 442 % 
on employer and employee, and 6 to 634% on self- 
employed persons in 1975. The government actuaries 
missed their estimate for the past 20 years by about 80%. 
It seems impossible that they could be so wrong again in 
the next 20 years, but we may be certain that the tax will 
be far from the estimated figure. . . . How was age “50” 
determined? . . . Why was there any age requirement? 
There can be no doubt that if any age limit is established 
there will be ever-increasing pressure for reducing that 
age limit. There can be no doubt that future Congresses 
will acquiesce to the clamor for such age reduction... . 
The comparison of the duration of disability between 
those without disability insurance or incomes and those 
“covered” by various programs such as Workmen’s Com- 
pensation or . . . insurance . . . is so extreme that it is 
almost unbelievable. 


WAYNE B. WARRINGTON (Commissioner, Ari- 
zona State Department of Public Welfare)—In my 
opinion, the disability income provisions of H. R. 7225 
would contribute to the destruction of our cornerstone— 
self-sufficiency. Like every individual in the future of 
universal coverage, John Q. Citizen together with his 
employer has over a period of time paid 9% of his in- 
come to the federal government as an insurance premium. 
He believes at age 50 that he has a physical impairment 
which will be “long-continued” and of “indefinite dura- 
tion” and which will not allow him “to engage in any 
substantial gainful activity.” In his opinion, the federal 
government has a great deal of money and part of it came 
from his pocket to pay for his disability income. 


RT. REV. MSGR. JOHN O'GRADY (Secretary, 
Nat.onal Conference of Catholic Charities).—lf the pres- 
ent amendments should go through, the cost will increase 
to at least 9% of the payroll before 1975 and if the 
Congress keeps on lowering the ages it is quite possible 
that the cost may amount in time to 15% of the payroll. 
This may in time discredit the whole system of Social 
Security that is really the property of more than 70 million 
fully insured people and 95 million who are covered, 
including the 70 million. 


EDMUND FITZGERALD (American Life Conven- 
tion and Life Insurance Association of America).— 
Might not the future burden of a further-expanded OASI 
system detract from the future productiveness of the 
American economy, on which all our economic security 
basically rests? What would such an expanded system do 
to work incentives? To investment incentives? To funds 
available for investment in our economy from life insur- 
ance companies, private pension plans, and other sources? 
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JOHN H. MILLER (American Life Convention und 
Life Insurance Association of America).—The disabiiity 
proposals of H. R. 7225 would necessitate the recruiting 
and training of a veritable army of claims personne! to 
adjudicate, administer, and police the payment of cash 
benefits, which at best would merely provide a subsistence 
to those who have accepted a state of permanent dis- 
ability. How much better to spend the same amount of 
effort, manpower, and money in developing rehabilitation 
services to prevent or minimize the economic costs of 
chronic disease and disability? 

JOHN W. JOANIS (Hardware Mutual Casualty Com- 
pany, Stevens Point, Wis.).—I am not suggesting a change 
in the (bill’s) definition of “disability.” I merely point 
out that no matter how defined, it will take on new mean- 
ing as it is applied to the individual cases. This new 
meaning becomes particularly significant when you look 
at cost figures and projected cost estimates. . . . There 
will unquestionably be extensive political pressure to 
reduce the age below age 50 or to remove it entirely. To 
say that a person who has a complete and true disability 
should receive a retirement payment at age 50 whereas 
one at 45 should not, will make little sense to the general 
public. Once the line is broken and cash payments are to 
be made for disability without a means test, there is little 
logic in applying the benefit to any specific age group 
and denying it to another age group. 

CHARLES H. SMITH (Director, Virginia Supple- 
mental Retirement System).—It is obvious that there is 
a saturation point beyond which public bodies may not 
venture in this one phase of government. A liberalization 
of benefits . . . should therefore be forecast far enough 
in the future that necessary adjustments can be made in 
existing retirement programs. 

DR. PHILIP S. HENCH (Minnesota State Medical 
Society).—There is a great reservoir of rheumatic patients 
who are not now claiming disability, certainly not total 
or permanent disability, who may well make such claims 
if this legislation is approved. Patients with rheumatoid 
arthritis who are moderately disabled. . . . Patients with 
symptomless osteophotosis, often called “osteoarthritis.” 
Everyone over the age of 50 years has some degeneration 
of cartilage which leads to osteophytosis or “osteo- 
arthritis.”” But in 93% of such persons there are no symp- 
toms. . . . Industrial rheumatism: about 20% of these 
cases are from industrial accidents, etc., but it is now 
believed that about 80% .. . represent osteoarthritis, 
which may have been and may still be symptomless, plus 
the effects of what may well have been a simple fall. 


DR. J. P. ROUSSEAU (North Carolina Medical 
Society).—Little is now known regarding how many 
millions will be eligible for cash benefits and medical 
rehabilitation of the totally and permanently disabled 
at the age 50, or how many millions of totally and per- 
manently disabled dependent children will come under 
the provision of cash benefits and the medical program 
for life. What is already being done for them under our 
present government, State and County Matching Funds 
Programs? What will it cost . . . for the rehabilitation pro- 
gram [and] medical care for those who cannot be or re 
fuse to be rehabilitated in lieu of cash payments? 
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Ss ciety of the County of New York).—The labor force 
itains millions of people whose health is so impaired 
+ who are so handicapped in one way or another that 
continued employment requires an unusual exercise of 
will-power on their part. In many such cases the only 
practical proof of physical and mental ability to work lies 
in the fact that they actually succeed in finding employ- 
ment when financial pressure gives them the incentive. 
Any prolonged weakening of the personal incentive would 
weaken this important practical test of ability to work. 


( 


( 


IV 
Pressures For Expansion 


If a medical benefit became a statutory right, pressure 
for expansion would become irresistible. Without ques- 
tion the age limit for disability payments would be 
dropped until the entire labor force would be eligible for 
pensions on the establishment of a disability. A program 
of payments for temporary disability would be an im- 
mediate objective and survivors’ benefits, too, would be 
sought before long. There is every reason to believe that a 
program of payments for disability would broaden the 
federal-state rehabilitation services into a comprehensive 
federal medical care program, with or without participa- 
tion by the states. 

PHILIP H. JONES, M.D. (Louisiana State Medical 
Society).—The operation of this bill . . . would soon re- 
quire an increase in the payroll tax or support from other 
sources. The age limits inevitably would be lowered by 
successive amendments. The number who could qualify 
for total disability under the loose definition given in the 
bill would, we are convinced, be far greater than the 
estimated 300,000. The reason for making this statement 
is that each one of the 160,000 practicing physicians 
knows among his own patients at least 5 to 10 persons 
who could qualify. When mental cases are included, the 
number potentially receiving benefits in ten years would 
be 2 to 3 million. 

* * * 

In certifying as to the applicant’s status, the doctor 
would be placed between the patient and the government. 
Except in a few obvious cases he could not satisfy both. 
The patient would pursue his project from doctor to 
doctor. As in the field of insanity, he may be disabled in 
one state and competent in another. A clamor would arise 
for an official determination by medical governmental 
authority. This would be followed by the demand that 
the same official care for the patient while disabled. As 
the age limits of 18 and 50 approach each other in suc- 
cessive legislation alterations, a full fledged system of 
gradually expanding state medicine will be developed 
among us. 

EDWARD H. O'CONNOR (Managing Director, In- 
surance Economics Society of America).—lIt is not easy 
lo criticise proposed national legislation which appears 
to be a humanitarian effort to help elderly people, the 
aged widow, the disabled worker and the crippled child. 
However, it is imperative that we carefully weigh both 
sides of the question keeping in mind what is best for the 
economic future of the country. Let us not in our humani- 
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tarianism forget that the Social Security system represents 
the source of security for many millions of Americans 
With undue expansion of benefits and excessively high 
taxation irreparable harm may come to the future opera- 
tion of the system. 


A. D. MARSHALL (Chairman, Committee on Eco- 
nomic Security of the Chamber of Commerce of the 
United States).—It seems to us inevitable that the initia- 
tion of disability benefits at age 50 will soon lead to the 
age limitation being removed, to dependents’ benefits and, 
before long, to the establishment of a compulsory national 
health program. While the irresistable pressures for a 
national health program might take some years, we feel 
certain that the elimination of an age requirement for 
disability benefits and the payment of benefits to their 
dependents would come much sooner—say, in something 
like two, four or six years. 

MATT TRIGGS (American Farm Bureau Federa- 
tion).—If benefits are to be paid for total disability, is 
it not likely to be argued in the future that partial benefits 
should be paid for partial disability? How much will pay- 
roll taxes be increased to provide for these and other 
possible liberalizations? What is the relationship between 
this proposal and state workmen’s disability compensa- 
tion insurance? How will this proposal tie in with the state 
rehabilitation programs? To what extent would disability 
benefits impair individual efforts to assume responsibility 
for their own protection by means of private insurance 
programs or other means? 

How extensive is the problem of disability and to what 
extent are present programs inadequate to meet the need? 
We do not pretend to know the answers to all these 
questions—but we do ask whether or not H. R. 7225 
provides the best approach to the problem. 


DR. JAMES L. DOENGES (President, Association 
of American Physicians and Surgeons).—Ilf cash benefits 
for disability at any age are established, there will be a 
demand for cash payments for temporary disability. 
These demands will be pressed so actively that some 
future Congress will establish such payment. . . . Some 
are already working for cash payments for tem- 
porary disability and for government paid medical care 
for the same. Any government agency would quite natu- 
rally demand that such medical care be carried out under 
government direction. 

* * * 

Enormous pressure is applied to physicians to have 
them certify disability over extended periods of time 
Quite a few patients actually inform the physician who 
refuses to certify the disability as long as the patient 
desires, that the patient and his entire family will n 
longer seek his services. ... Under government contro! 
similar pressure would conceivably come not only from 
the family but also from political groups and even from 
individuals in government itself. Enormous pressure is 
exerted upon physicians by groups who have as their pur- 
pose the destruction of the honest, free practice of medi- 
cine and the establishment of government medicine under 
political control. 
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We believe the citizens of this nation have the most 
advanced and the best medical care of any large nation 
in the world. This has been accomplished through the 
private practice of medicine, not through government. 
You will destroy this if you bring government medicine 
to the United States. 


DR. DAVID B. ALLMAN (Chairman, American 
Medical Association Committee on Legislation, Member 
Board of Trustees)—The primary control utilized in true 
disability insurance and not available under the proposed 
disability plan is the exclusion of undesirable risks from 
coverage. In this manner, the number and cost of ques- 
tionable claims is greatly reduced. When claims are 
presented, a much better examination of the claimant, 
and a much more careful scrutiny of his claim is made in 
private insurance programs than is contemplated in H. R. 
7225. Further, private insurers follow up the individual 
who is receiving benefits to determine the continuation or 
termination of the disability. This type of policing pro- 
gram, even if undertaken by the Federal Government, 
would be prohibitive in cost. 


DR. F.J.L. BLASINGAME (Vice Chairman, Ameri- 
can Medical Association Board of Trustees).—We feel 
that these disability benefit proposals will have three im- 
mediate and very harmful effects: They will endanger 
our rehabilitation program; they will actually increase 
neurotic disabilities; and they will burden our present old 
age benefit program to the extent that this system may be 
ultimately destroyed by their cost. 


WILLIAM ZUCKER (Director of Studies, Commerce 
and Industry Association of New York, Inc.).—It could 
well be that this is part of a calculated plan by the pro- 
ponents of this bill to start with disability benefits at age 
50, and then next year to urge that disability benefits be 
paid to all disabled workers regardless of age. . . . After 
this, the next step would be elimination of the provision 
which would reduce benefits to a disabled person under 
OASI when receiving workmen’s compensation or similar 
payments. Where this trend will stop nobody knows. .. . 
With a government agency determining who is disabled 
and whether they have made a genuine effort to be re- 
habilitated, it is easy to see how they could use this route 
to increase government paid medical service and to regu- 
late standards of medical treatment. 


JOHN H. MILLER (The American Life Convention 
and The Life Insurance Association of America).—It has 
been repeatedly demonstrated that disability tends to be 
unduly prolonged when cash benefits are payable, par- 
ticularly if they are paid as a matter of contract right. 


JOHN W. JOANIS (Hardware Mutual Casualty Com- 
pany, Stevens Point, Wis.).—Our position could be 
summed up as being an expression of deep concern in 
having the government embark on a system of cash pay- 
ments as a matter of right in an area as subjective as 
disability and to tie this into the Social Security system 
which is a retirement program, the qualifications for 
which can be determined objectively. We are concerned 
with the constant efforts being made to encourage people 
to be disabled rather than the more positive program of 
encouraging people to be well, to help themselves, and to 
aid in the continued growth of our dynamic society. 
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GORDON C. NICHOLS (27 Member State and Re- 
gional Chambers of Commerce).—We are deeply con- 
cerned because these provisions carry within them ihe 
seeds from which will spring demands for additional 
liberalizations involving further costs. We respectfully 
request that this Committee consider not only the direct 
impact af these provisions of H. R. 7225, but also the 
implications they hold within them for the future. 


DR. MALCOM E. PHELPS (El Reno, Oklahoma, 
appearing as an individual).—What justification is there 
for paying cash benefits to a permanently disabled person 
at, let’s say age 50 but not at age 49? How long will it be 
before voters in the lower age group will be asking for 
the same emoluments and finally will the age requirement 
ultimately have to be abolished? If these benefits are paid 
to totally disabled persons, what will be the attitude of 
the person temporarily disabled? 


DR. FREDERICK M. ANDERSON (Nevada Medical 
Association).—In other countries, such a program as this, 
through further steps that can easily be projected from it, 
has led inevitably to a full program of state or socialized 
medicine. While a vociferous minority has been and is 
clamoring for state medicine, it is our belief that the great 
majority of Americans do not want it. 


- DR. GEORGE DRUMHELLER (The Snohomish 
County Medical Society [Washington]).—This legislation 
would encourage liberal interpretation by physicians. It 
would then be no time at all before the numbers of the 
disabled in this country would swell beyond your wildest 
estimation. 


DR. LEWIS B. FLINN (Medical Society of Dela- 
ware ).—While nationalization of the medical profession, 
as such, has repeatedly been rejected in the Congress, 
the effect of previous disability legislation, and particu- 
larly of H. R. 7225, is to extend Federal authority farther 
and farther into the field of medicine. It is a trend which, 
if carried to its logical conclusion, will inevitably lead to 
Federal regulation and control of the medical profession, 
through the extension of compulsory and “gratuitous” 
health programs to the American people. 


V 
Rehabilitation—Not Pensions 


The permanently and totally disabled constitute a 
problem. But, except in rare instances, there are federal, 
state, municipal or private services available to assist the 
handicapped. These services are not complete and they 
are not perfect, but they are being strengthened and im- 
proved rapidly and they offer far better promise to the 
handicapped than the proposed program of pensions for 
those who can establish themselves as disabled. 

Some of these medical and vocational services are 
offered to all, regardless of financial condition. Others are 
reserved for those who cannot afford to pay their way. 
It is significant that during the course of these hearings 
no showing has been made—nor has any been attempted 
—that any disabled who seek help are not being cared for. 

Witness after witness testified that rehabilitation, well!- 
financed and aggressively undertaken, is the. real answer 
to the problems of the disabled. An intensive survey of 
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disability and other social security problems might indi- 
cate that the country’s handicapped will benefit more 
through emphasis on medical rehabilitation and voca- 
tional training and placement than on cash assistance. 


DR. LEON HIGDON (Kentucky State Medical Soci- 
ety)—The Federal legislators should be encouraging 
continuing support of the enormous potentialities of the 
various programs for rehabilitation through the Federal 
Oftice of Vocational Rehabilitation, rather than en- 
couraging the provision of pensions for the disabled. The 
full force of legislative action should then be directed, 
first, toward the rehabilitation of the disabled. Only after 
it has been found impossible to rehabilitate an individual 
should legislative consideration be given to means for 
providing him with financial assistance. 

DR. FRANK H. KRUSEN (American Academy of 
Physical Medicine and Rehabilitation).—If the agencies 
were suddenly to be swamped with a quarter of a million 
additional persons, as is recommended in H. R. 7225, 
many of them seeking, primarily, to get on “the gravy 
train” of a permanent pension, and only half-heartedly 
accepting attempts at rehabilitation in order to comply 
with the requirements of this proposed law, the whole 
mechanism might easily break down and many worthy 
persons who are really seeking total rehabilitation, might 
fail to obtain it for several years to come. 

* * * 


For the small percentage of persons who are truly 
incapable of rehabilitation, and actually, totally disabled, 
there are many who will contend that there are better 
means of financial assistance already in existence than 
those proposed in H. R. 7225. Already there has been 
established a program of aid to the permanently and 
totally disabled, which was enacted in 1950. Already 
“permanent and total disability” benefits are provided 
under the Workmen’s Compensation laws. We have also 
programs for unemployment compensation, and in vari- 
ous states, temporary disability programs. In addition, 
there are many disability programs provided by voluntary 
agencies and also voluntary health insurance plans. 


DR.F.J,.L. BLASINGAME (Vice Chairman, Ameri- 
can Medical Association Board of Trustees).—We are 
unable to determine how the disability benefit provisions 
of H. R. 7225 would provide any necessary additional 
assistance to disabled persons between the ages of 50 
and 65. Proponents of the measure, in claiming that such 
a new program will meet some undefined need, have 
ignored the many other programs which are already 
serving these same disabled individuals. 

These existing programs already provide benefits, with- 
out regard to financial need, for those injured in industrial 
accidents. or in the Armed Forces. Employment-related 
illness or disability is cared for under the various Work- 
mens Compensation statutes, while the Veterans Ad- 
ministration provides compensation based on disabilities 
incurred in military service. 

For those persons whose needs are not met through 
the fore-going programs, there are a variety of state and 
local public assistance programs—several of them fed- 
era!'y aided—to meet the actual and demonstrated needs 
of cisabled individuals. 
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The Social Security Act itself authorizes a federal-state 
program of aid to the permanently and totally disabled, 
a program of aid to the blind, and a program of aid to 
dependent children. State and local public assistance or 
general relief programs afford another means of meeting 
the needs of disabled individuals. 

The Vocational Rehabilitation Act—another joint fed- 
eral-state program provides not only medical care and 
vocational training, but maintenance allowances based on 
need. This program is now undergoing order'y expansion 
and offers a proper solution to the many problems of the 
disabled. It is important to note that all of the programs 
now available to the disabled provide for benefits to their 
actual need. To our knowledge there is not a community 
in the U. S. in which a disabled person requiring assist- 
ance cannot receive aid under one or more of these pro- 
grams. 

Rehabilitation is the positive approach to disability. 
Rehabilitation stresses the abilities which remain rather 
than those which do not exist or which have been lost. 
Rehabilitation seeks to marshal and utilize—those re- 
maining abilities so that the individual may again become 
a useful and self-sufficient member of the society. In this 
way rehabilitation provides productive citizens and tax- 
payers out of potential government beneficiaries. 

Anything less than rehabilitation of the disabled falls 
short of both the humanitarian and economic goals. As 
physicians, we seek not only to treat and comfort our pa- 
t.ents but to assist them in their return to as full and satis- 
fying a life as possible. 

MARY E. SWITZER (Director, Office of Voca- 
tional Rehabilitation).—Vocational rehabilitation is an 
investment in the conservation of our human resources 
that pays dividends. The total earnings of the $8,000 dis- 
abled persons rehabilitated in 1955 were at the rate of 
$16 million a year when they started their re;abilitation. 
After rehabilitation the group’s earning power was in- 
creased to $106 million a year. 


* * * 


Since World War II there have also been developments 
in other fields that have a profound impact on the total 
problem of disability. Thanks to ‘wonder drugs,’ vastly 
improved surgery, better hospitals and diagnostic facili- 
ties, and many other advances, thousands of our people 
are alive today who, with the same illness or injury less 
than 50 years ago, would have died. . . . We are now in 
a position to do more to overcome the handicapping 
effects of disability than at any time in our history. 

* * * 

One ineasure of the acceptance of the new program is 
the extent to which the States have responded in increas- 
ing their share of the cost of the program. In 1954, the 
States contributed about $12.5 million to the program. 
In 1955, this increased to $15 million, 20 percent more, 
and in 1956, States expect to spend $19 million, about 50 
percent more than in 1954. Continued increases are ex- 
pected for 1957. . . . Almost everywhere these skilled 
people are in critical short supply. As a result practically 
every facility has a long list of disabled persons who need 
service and become impatient awaiting their turns. In the 
many places where services are non-existent, people are 
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demanding and bidding for their share of these precious 
talents. Everywhere we turn is the same plea—Voca- 
tional counseling, medical examinations, training, place- 
ment and followup on the job are available to all eligible 
disabled persons regardless of their economic circum- 
stances. Medical services, maintenance and transporta- 
tion are paid for out of program funds to the degree that 
the disabled individual cannot meet the cost. In measur- 
ing the individual’s capacity to pay, he is not required 
necessarily to be at a relief level. The availability of cash 
maintenance in the vocational rehabilitation program is 
an important provision. It permits disabled individuals 
whose resources for subsistence are limited to take full 
advantage of vocational rehabilitation. 


A.D. MARSHALL (U.S. Chamber of Commerce).— 
The Public Assistance program, Aid to Permanently and 
Totally Disabled, is providing for approximately 240,000 
disabled persons in need. According to Mr. Wilbur J. 
Cohen, formerly Director of the Divisjon of Research and 
Statistics of the Social Security Administration, these pro- 
grams are operating successfully and efficiently in the Dis- 
trict of Columbia, Hawaii, Puerto Rico, the Virgin 
Islands, and in the 41 states where they have been estab- 
lished. 

The federal-state grant-in-aid program of vocational 
rehabilitation operates in all 48 states. In the fiscal year 
1955 they served roughly 209,000 persons and completed 
rehabilitation of 58,000. As you know, the services and 
facilities of this program are available to all disabled per- 
sons regardless of need. Resources are taken into account, 
however, but a disabled person does not have to reach 
a pauper condition before he can obtain physical and 
vocational rehabilitation services. 

* * * 

The potentialities of rehabilitation constitute an area 
which is just now being developed. The 1952 report of 
the Task Force on the Handicapped states: “. . . We are 
now in a position to do more to overcome the handi- 
capping effects of disability than at any time in our his- 
tory. We are now on the threshold of a period in which 
well-wishing can be translated into dynamic and construc- 
tive work for vast numbers of impaired people—if we 
choose to do it. 

* * * 

No positive case has been made that the problem re- 
quires the national government to take care of it in this 
proposed manner. It should be noted that there are as- 
sistance programs in 41 of the states (and the District of 
Columbia and island possessions ) to deal with totally and 
permanently disabled persons in need and that these pro- 
grams are operating successfully and efficiently. Voca- 
tional Rehabilitation is operating in all states and is now 
undergoing a planned expansion so that by 1959 they will 
have the facilities to rehabilitate 200,000 persons a year. 

DR. FOUNT RICHARDSON (Arkansas Medical So- 
ciety).—In preparing for this report, several of the (Ar- 
kansas) government agencies were approached with the 
question, “What does a man do in Arkansas if he is totally 
and permanently disabled?” In one instance the person 
in charge of the office told us that there were so many 
ways of taking care of the indigent and helpless, that it 
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would be a hopeless task to try to list them all. . . . Ip 
Arkansas, which is reputed to be one of the poorer stites, 
a person disabled is not faced with the specter of starva- 
tion or medical neglect. . . Why should the social 
security system . . . be saddled with the addition of 
hundreds of thousands of “disabled” people who are able 
to get assistance already. . . . For the disabled, the law 
is not necessary. 


DR. GERALD DALE DORMAN (President, Medi- 
cal Society of the County of New York).—If Congress 
gives enough support to a carefully planned program of 
rehabilitation, there would be much less need for cash 
benefits and many fewer people would be withdrawn from 
productive life. In any case it is important that the dis- 
abled person be referred first for rehabilitation before 
being considered as a possible candidate for income bene- 
fits. Rehabilitation procedures can be most effective if 
begun soon after the onset of disability. Not only is the 
physical result better, but the patient’s mental outlook is 
improved and his tendency to malinger reduced. 


M. ALBERT LINTON (Provident Mutual Life Insur- 
ance Company of Philadelphia).—The key objective ina 
disability case should be the constructive one of rehabili- 
tation and the return of the disabled person to productive 
activity. This Congress would make a great contribution 

. if it would set in motion a process by which the 
vocational and other rehabilitation services of the coun- 
try would be still further enlarged and strengthened. . .. 
Further progress in this direction would, in my judgment, 
be of much greater value to the long-run welfare of the 
country than a cash income disability program in connec- 
tion with OASI. 


* * * 


Where efforts at rehabilitation fail, the individual 
should be maintained under the disability assistance 
facilities in his own state. Thereby he will receive the par- 
ticular type of care which his case indicates. That is most 
important in dealing with disability. 

* * * 

The positive rehabilitation program would have two 
valuable by-products. In the first place it would be effec- 
tive in detecting and correcting the points of view of per- 
sons who have brought themselves to the point of insisting 
that they are disabled and entitled to benefits, whereas in 
reality they are suffering from a weakening of the will to 
work and hence magnify their ailments. Cases like this are 
frequently difficult to detect without continued observa- 
tion. 


DR. WRIGHT ADAMS (Illinois State Medical So- 
ciety).—Persons undergoing rehabilitation in the Fed- 
eral-State program are provided maintenance payments 
equal to subsistence costs. If security is furnished as 4 
right, under what appears to the patient to be an insur- 
ance program, many additional invalids will be made. 

DR. J. W. CHAMBERS (Medical Association of 
Georgia).—We do not profess to know all the answers. 
We are not against social security as such. We do earn- 
estly believe that much that is in this proposed legislation 
may be like a contagious disease, and unless carefully 
quarantined and closely studied it could become ep! 
demic. We also sincerely believe that given time for ade- 
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cuate and intelligent study by representatives of all seg- 
ments of our country’s economic and social structure. 
answers can be had to develop a humane, safe and sound 
social security system. 

DR. SIDNEY J. SHIPMAN (California Medical As- 
sociation). —Treatment of the sick (tuberculous) indi- 
vidual has likewise improved at an accelerated rate, keep- 
ing pace with the advances in public health measures. To 
the older bed rest in sanatoria accompanied by various 
types of collapse therapy, have been added startling ad- 
vances in surgical treatment made possible by the newer 
antituberculosis drugs. 

DR. PHILIP S. HENCH (Minnesota State Medical So- 
ciety).—The government would, in my opinion, serve the 
cause of national health best if it continued to support 
rheumatology in the manner it is now doing (a) at the 
Arthritis and Metabolic Institute at Bethesda and by 
grants-in-aid; these researchers will tackle the problem of 
rheumatism at the source (b) the treatment of 
rheumatic patients can be improved by continuing or 
increased support to medical schools and hospitals where 
more rheumatology should be taught; hospitals should 
develop more clinics for rheumatic patients, with intern- 
ships and fellowships on rheumatic diseases. 

GORDON C. NICHOLS (27 Member State and Re- 
gional Chambers of Commerce).—There is, of course, no 
question about the fact that a cash income must be pro- 
vided those permanently and totally disabled individuals 
who are without other sources of income. However, Title 
XIV of the present Social Security Act now provides as- 
sistance payments for this purpose. We believe this is the 
proper approach to this social problem. In our opinion 
the problems of those permanently and totally disabled 
are particularly suited to State and local solution. 


WAYNE B. WARRINGTON (Commissioner, Ari- 
zona State Department of Public Welfare).—The pro- 
vision which reduces the disability benefit by the amount 
of any other federal or state benefit based on physical or 
mental impairment would indicate a type of public as- 
sistance program rather than insurance. Premiums for 
two benefits may have been paid directly or indirectly 
through services or cash. If this proposal is in reality an- 
other public assistance measure, it would seem more logi- 
cal to improve the existing Aid to the Permanently and 
Totally Disabled grant program. Forty-five of fifty-three 
political subdivisions now have a federally matched pro- 
gram for the disabled not restricted to those above age 50. 
The greatest incentive to a state agency to actively en- 
courage rehabilitation is by insuring that local tax monies 
are involved in each expenditure for disability payments. 


EDWARD H. O'CONNOR (Managing Director, In- 
surance Economics Society of America).—This bill pro- 
vides for rehabilitating the disabled, which is a good ges- 
ture but which, in my opinion, is a responsibility which 
should be left entirely to the states. Distribution of the 
disabled varies among the states and flexibility of state 
systems will allow better adjustments to actual conditions. 
The State Public Assistance systems are closer to the dis- 
‘bled in their homes, have medical facilities or arrange- 
ients for the same, possess casework services for treating 
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individual cases, can engineer the retraining and rehabili- 
tation of the disabled as well as find work for them, and 
can render such financial assistance as befits each case. 
When institutionalization is required, state and local in- 
stitutions (already caring for many of the disabled) can 
expand this service to meet additional needs. Briefly, 
states are administratively closer to the conditions and 
cases of the disabled. 

JOHN H. MILLER (American Life Convention and 
Life Insurance Association of America).—We propose 
that government adopt a constructive program of meeting 
the needs of the disabled by providing services directed at 
preventing the economic hardships following disability 
rather than by offering the palliative of more cash sub- 
sistence payments. We urge the acceptance of the new 
concept that physical or functional disability does not 
necessarily result in economic disability; that the person 
who has a disability a!so usually has many abilities which 

. can be developed and utilized. It has even been said 
that “the idea of disability itself is outmoded.” 

VERNON HERNDON (American Hotel Associa- 
tion).—I1 think that employers generally have already 
moved to provide widespread disability protection and 
benefits. These include disability insurance, workmen’s 
compensation, hospitalization and medical plans, pension 
plans, etc. Actuarial experts should be interrogated care 
fully to learn whether these forms of disability protection 
for employees are inadequate, and need to be supple- 
mented under the social security program. 

DR.R. Q. GOODWIN (President, Oklahoma State 
Medical Association).—With the advancement in medi- 
cal and surgical care in the past 20 years, more than all 
progress previously made, there are few human illnesses 
or conditions which are either totally or permanently dis- 
abling. This is most admirably proven and demonstrated 
by some of our returning veterans, who have had, by any 
yardstick, total and permanent disability but who have’ 
the desire, the vision of being good citizens on their own 
and the determination to win their personal battles. 


DR. J. P. ROUSSEAU (North Carolina Medical So- 
ciety).—The American medical profession stands today 
on the threshold of far greater scientific achievements and 
better medical care in the future. There are new frontiers 
in medicine to conquer. Physicians only wish to be left 
free to carry out their single duty to treat the sick as you 
yourself would wish them to do. 

GOULD WICKEY (Board of Higher Education of the 
United Lutheran Church).—To me as an educator, there 
seems to be too much emphasis in this bill upon disability 
and not enough upon rehabilitation. Human nature is 
very easily disabled. It takes determination and courage 
to be rehabilitated. I knew a man who thought he was dis- 
abled in his 50’s but he lived to be 90. He had stopped 
trying; he had no determination. He did not need dis- 
ability payments; he needed a doctor who could direct 
him on the highway of rehabilitation. What the 
people need is not monthly payments for disability but 
assistance in definite programs for rehabilitation. People 
need not so much freedom from want, but rather freedom 
for individual initiative and achievement. 
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A STUDY OF MATERNAL AND CHILD CARE 
IN THE UNITED STATES 


This is Section A of the fourth in a series of articles by 
the Committee on Maternal and Child Care of the Coun- 
cil on Medical Service reviewing state and local medical 
care programs for mothers, infants, and children. Section 
A contains statewide data; Section B, which will be pub- 
lished in a subsequent issue of THE JOURNAL, will be de- 
voted to maternal and child care in the city of Grand 
Rapids. 


MATERNAL AND CHILD HEALTH IN THE 
STATE OF MICHIGAN 


Michigan ranks seventh in population and includes 
both industrial metropolitan areas and sparsely popu- 
lated rural areas. Its health problems are many and varied 
as a result. How it has approached some of these prob- 
lems, related to the health and welfare of mothers, in- 
fants, and children, is the purpose of this part of the total 
study by the Committee on Maternal and Child Care. 


Statistics 


Table 1 contains pertinent data on population and 
vital statistics. Table 2 shows the comparison in mortality 
rates between Michigan and the average for all the states 
during selected years (1933 was the first year that all 
states were included in the birth and death registration 
areas). 


TABLE 1.—Population Data and Vital Statistics for the 
State of Michigan * 


Be 6,371,766 
Population Under SF. (G60) .ocscccccccccccvcccecss 703,861 (11.0%) 
Foreign born (5,970 nonwhite)..................ee0e 609,795 t+ (9.6%) 
I ceccabdanbatkeoctiusacsseidrsge clscceueaweneseees 442,296 (7%) 
Median school years completed..................00- 9.9 t 
Per capita income (1953 estimate of Department 

ee IIIs 5 ob-ceccecedcncsoscccbcaceecesccureces: ON 
TE I a becxes scnandedscasencedtesdewtens 182,968 


Fetal deaths (stillbirths) (1953)...............ec.00% 3,180 = 17.4/1,000 
live births 
Liveborn premature babies (1953).................. 13,641 (7.5%) 
(2,500 gm. or under) 
Percentage of deliveries occurring in hospitals 
GENE ( Bcc kedenaReeedabkelanacincedcus ipeueueecasess 98.7% 


——_ 


* Michigan Department of Health, Statistical Methods Section. 
t Based on 20% sample (1950 census). 


Michigan has followed quite closely the national trend 
in reduction in maternal and infant deaths. During the 
20-year period 1933-1952, the reduction in neonatal 
deaths (28 days and under) has been equal to the national 
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average (41%). The neonatal rate has also approxi- 
mately paralleled that of the nation as a whole. The over. 
all reduction in infant deaths (under one year of age) has 
been somewhat less (a reduction in the 20-year period of 
48.1% in infant deaths compared to a 51% reduction 
nationally). The greatest improvement has been in the 
reduction of maternal deaths (a reduction over the 20- 
year period of 92.5% compared to 89% nationally). As 
a result the Michigan rate was 33% less than the national 
average in 1952. The white infant death rate in Michigan 
since 1933 has averaged about 30% less than the non- 
white, and the white maternal death rate has been 50% 
less than the nonwhite. 


TABLE 2.—United States * and Michigan + Mortality Rates 
(per 1,000 Live Births) 


1933 1943 1952 1953 


Maternal 
oso winwaterwaudass , pata aren 6.2 2.45 0.68 0.61 
PR osisswdwas nee Lguconivaecs Mee 1.88 0.46 0.43 
Infant 
inal eis ea Oise e wee aie cal 58.1 40.4 28.4 27.93 
RN dices galadaianiwnense ; oe «6D 38.3 26.4 25.8 
Neonatal 
Pins tacbeeduvcaretaus sete eweren 34.0 24.7 19.8 19.7 
NN caidas. b4.d vhs epee ui emmaes 32.2 23.7 19.2 18.5 





* National Office of Vital Statistics. 
t Michigan Department of Health, Statistical Methods Section, 
} Provisional. 


Michigan State Medical Society 


As of Dec. 31, 1953, the physicians belonging to the 
Michigan State Medical Society numbered 5,530, includ- 
ing 266 emeritus and life members, 287 associate and 
military members, and 41 retired members. General 
practitioners care for approximately 70% of the mater- 
nity cases and children’s illnesses in Michigan. The Pre- 
ventive Medicine Committee is the governing and parent 
committee to which a large number of other committees 
are responsible. Its membership consists of the chairmen 
of the other committees plus the state commissioner of 
public health. This study is concerned with five of these 
committees: the Maternal Health Committee, the Child 
Welfare Committee, the Committee on Rheumatic Fever 
Control, the Committee on Prevention of Goiter, and the 
Committee on Mental Hygiene. 


The Maternal Health Committee functions as consult- 
ant and advisor to the Michigan Department of Health 
in matters relating to maternal health. Its major empha- 
sis since 1950 has been on the Michigan Maternal Mor- 
tality Survey, carried on in cooperation with the Michigan 
Department of Health. The first Maternal Health Com- 
mittee of the state society was organized in 1933, six 
years after the Maternal Welfare Committee of the 
Wayne County (Detroit) Medical Society had been estab- 
lished. Local maternal mortality studies have been con- 
ducted since formation of these two committees, and a 
comprehensive study involving some 20,000 births was 
reported on in 1938. The present study, now in its fifts 
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.ear and destined to continue indefinitely, includes all 
reported maternal deaths in Michigan and deaths from 
causes other than obstetric of women known to be preg- 
nant at the time or within 90 days of their death. The 
study is conducted by, and work distributed between, 
four subcommittees: the Maternal Mortality Study 
Sub-Committee; the Evaluation Sub-Committee; the Pub- 
lications Sub-Committee; and the Regional Visiting Ob- 
stetricians Sub-Committee, composed of one obstetrician 
from each of the state’s 10 districts so divided for this 
purpose. (A detailed description of the organization and 
operation of the Michigan Maternal Mortality Survey will 
appear in THE JOURNAL at a later date. ) 

The Child Welfare Committee works toward the im- 
provement of child health as it applies to the state as a 
whole and cooperates with and advises the Michigan De- 
partment of Health in matters relating to child health and 
services. Various aspects of its responsibility are assigned 
to subcommittees. The Sub-Committee of Ophthalmol- 
ogists investigates and advises on retrolental fibroplasia 
and other aspects of severe visual handicaps in childhood 
and cooperates in the vision program of the health de- 
partment. The Sub-Committee on Hearing Defects works 
with the health department in its hearing conservation 
program. The Sub-Committee on Accident Prevention in 
Childhood promotes ways and means to more actively 
participate through county medical societies in the safety 
program as outlined by the Academy of Pediatrics. The 
Sub-Committee on School Health Problems has devel- 
oped a tentative set of school health policies acceptable to 
the state society and the medical profession in general. 
The Child Welfare Committee is vitally concerned with 
and is studying the problems involved in intern training 
in pediatrics, child adoption procedures, and facilities for 
diagnosis and treatment of epilepsy and the seriously 
emotionally disturbed child. 

The Committee on Rheumatic Fever Control conducts 
a public health and preventive medicine program includ- 
ing education, case finding, and service. It is a program 
by doctors, for doctors, and for the welfare of their pa- 
tients. It features 25 rheumatic fever diagnostic and con- 
sultation centers throughout the state, sponsored and 
operated voluntarily by the local medical societies. The 
committee also sponsors seven postgraduate fellowships 
for the study of rheumatic fever, which are awarded an- 
nually to various practicing physicians who act as con- 
sultants in the centers. (See, also, section on rheumatic 
fever control program.) An early example of the medical 
profession’s initiative in instituting public health and 
preventive medicine measures to protect the health of 
mothers and children (as well as the total population) is 
found in the establishment of the Committee on Preven- 
tion of Goiter in 1922. (See, also, section on endemic 
oiler prevention program.) The Mental Health Com- 
‘tee’s activities have been more indirectly than directly 
‘ted to maternal and child health, except as they con- 
| the question of recommendations regarding the 
“ching of mental health in public schools. 
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Expectant Parent Education 


Community classes for expectant parents are spon- 
sored by local health departments, medical societies, hos- 
pitals, visiting nurse associations, and other agencies. The 
department of health provides consultation service to the 
teachers of these local classes, organizes and administers 
regional and statewide workshops for these teachers, and 
pays the tuition and expenses, on request, to selected 
state and local health department personnel, Visiting 
Nurse Association nurses, hospital nurses, and others at- 
tending short courses on parent education. The Educa- 
tion Section of the department of health maintains a 
loan library of textbooks and pamphlet materials to aid 
instructors and expectant parents. Films, posters, an- 
atomical charts, and other visual aids are available, also, 
from the health department. 

Currently there are 60 centers throughout the state 
conducting classes; some for mothers and fathers to- 
gether and some for mothers only. The classes are given 
in series and include such subject matter as some anat- 
omy and physiology as related to reproduction, nutrition, 
hygiene of pregnancy, labor and delivery, breast and 
bottle feeding, baby’s layette, baby’s bath and care, home 
care of mother and baby, and physical and emotional 
development of the baby. The average attendance of 
these classes is about 20 persons. Additional classes are 
being organized and special relaxation classes and prepa- 
ration for childbirth classes are creating a great deal of 
interest. 

To stimulate expectant mothers to seek prenatal care 
early, the department of health sends, on request, to ex- 
pectant parents a series of letters signed by the commis- 
sioner of health. This program is sponsored by the state 
medical society, and requests are made by physicians, 
public health nurses, clinics, or health agencies knowing 
of the pregnancy. The letters emphasize the necessity of 
going to a doctor early in the pregnancy and contain 
many bits of helpful advice concerning the expectant 
mother’s well-being, what she should expect as the preg- 
nancy progresses, what warning signs to heed, early prep- 
aration for and advantages of nursing the baby, notes 
on proper nutrition, references to publications and books, 
and enclosures such as “Check Up on Your Meals,” 
“Your Food and Your Figure,” and “Will You Nurse 
Your Baby?” 


The Child Health Conference 


Child health conferences are community undertakings 
to inform parents and community as to what constitutes 
good child health supervision and to provide supervision 
for the well child not under the care of a family physi- 
cian. They have local medical society approval and are 
under the immediate supervision of the local health de- 
partment with other participating organizations such as 
the Visiting Nurse Association, women’s organizations, 
or health councils. The department of health assists, and 
provides the services of its personnel, in establishing 
these conferences, and state funds are used to pay attend- 
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ing physicians on an hourly or session basis. The infant 
or preschool child is checked periodically and referred to 
the family physician for treatment, when indicated; im- 
munization is given against whooping cough, diphtheria, 
smallpox, and tetanus; and parents are instructed in mat- 
ters of nutrition and health-building practices. Attend- 
ance is usually by appointment on regularly scheduled 
days and hours. As of December, 1953, 34 conference 
centers were in operation in 19 counties. A total of 817 
sessions were held in 1953 with an attendance (seen by 
physicians) of 15,202. Maternal and Child Health Sec- 
tion funds expended for physicians’ services amounted 
to $12,988. 


School Health Programs 


Although the school health services in the state do not 
follow a uniform pattern, the local health department 
generally administers the program in each community, 
with the more formal educational phase being the re- 
sponsibility of the schools. Broad school health policies 
are being developed under direction of the state medical 
society’s subcommittee on school health, on which the 
Maternal and Child Health Section of the Michigan De- 
partment of Health is represented. Two section programs 
closely associated with school health are the hearing con- 
servation program (98% concerned with school chil- 
dren) and the vision program (85% devoted to children 
of school age). 

Hearing Conservation Program.—Five professional 
and two clerical staff members of the Maternal and Child 
Health Section devote their full time to the hearing con- 
servation program. This program includes community 
education and community planning, case finding, medical 
follow-up, and educational and audiologic follow-up. 
Case finding by screening tests for all school children at 
least once every three years is urged. The regional hear- 
ing consultant for the section meets with local health 
department staffs, school representatives, local otologists 
or other medical doctors in the area, and representatives 
of other interested agencies and plans the program. 
Screening technicians are trained by the hearing consult- 
ant for the section or at short courses held in cooperation 
with some of the teacher-training institutions. Screening 
equipment is provided by the section. Children found to 
have hearing defects are given additional hearing tests by 
the state regional hearing consultant or the locally em- 
ployed technician under the direction of the consultant. 
Those children who, on recheck, have significant hearing 
losses or other ear pathology are referred to approved 
otological clinics in which approximately 100 practicing 
otologists have participated. The otologist in charge of 
each clinic is selected and approved by both the local 
medical society of the area and by the state health depart- 
ment and is paid a set fee for each examination. All Mich- 
igan children are eligible for service under this program, 
regardless of race, color, creed, or economic status. Dur- 
ing 1953, 1,754 examinations were paid for, which 
amounted to $5,405 ($3 per exam plus mileage). In 
1954 over 2,000 children were examined in the otological 
clinics. 


J.A.M.A., March 24, (955 





After examination by the otologist and after recom. 
mendations have been made to the parents, the loca! 
health department staff makes the necessary follow-up in 
securing corrections of defects. In cases where parents 
cannot afford to pay for such treatment, funds from |oca! 
service Organizations or under other governmental pro- 
grams are utilized. A register is maintained of hearing- 
handicapped children in the Maternal and Child Health 
Section in order to coordinate all available medical and 
educational facilities. Follow-up visits and consultations 
with parents, nurses, teachers, or others are made jn 
behalf of children with permanent hearing loss, and com- 
munities are assisted in developing facilities for helping 
such children. Where local facilities are not available, 
hearing consultants use two state-owned mobile units 
equipped for speech reception and intelligibility testing 
Children whose prognosis for improvement in hearing is 
poor are furnished hearing aids (purchased by the Ma- 
ternal and Child Health Section and loaned through the 
local health department) and given necessary training 
and instruction in their use. Eligibility for this service is 
based on information submitted by social workers from 
the department of social welfare or other cooperating 
agencies. 


Vision Program.—The vision program began as a 
service to school-age children but is now extended to 
younger and older age groups. It is under the direction 
of two state vision consultants for the Maternal and Child 
Health Section who participate in community meetings 
attended by health department personnel, school admin- 
istrators and teachers, doctors, and parent groups. Public 
education regarding symptoms, available treatment, pre- 
vention, and reduction of visual fatigue in home and 
school is emphasized. Assistance is provided to local 
health departments to improve case finding and to schools 
in their summer round-ups, well-child conferences, and 
school screening programs. Vision technicians are trained 
and certified through individual consultation and sum- 
mer courses conducted by the vision consultants for the 
section at the teacher training colleges. Although instruc- 
tion is given in the various types of screening methods, 
reports are recorded only on the Massachusetts Vision 
Test. As of September, 1953, 133 active vision screening 
technicians had been trained. Children screened during 
1953 totaled 123,907, of whom 14,719 were referred to 
their eye doctor for further examination, diagnosis, and 
treatment. The number of school children screened dur- 
ing 1954-1955 by the Massachusetts Vision Test was 
207,157; new referrals numbered 22,522. 


Nutrition Consultation Service 


The Section of Nutrition in the Michigan Department 
of Health has a staff of four nutritionists and one consult- 
ant dietitian. An apprentice training program provides 
additional professional service. Services of this section 
extend into four major areas: public health, education, 
social welfare, and institutions. Services related to ma- 
ternal and child health are included in all four areas. 
Specifically, nutritionists give assistance to nurses [e- 
sponsible for expectant parent education programs with 
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croups as well as individuals. Nutritionists participate in 
nursing education programs at well-child conferences, 
institutes, and workshops throughout the state; nutrition 
education programs and demonstration projects in 
schools; and school-lunch conferences and workshops. 
Consultation concerning food service is provided hos- 
pitals and child care institutions. The section provides 
field training and public health observation for public 
health nutritionists and dietetic interns. 


Public Health Nursing 


The Public Health Nursing Section of the Michigan 
Department of Health is staffed by a chief and four pub- 
lic health nursing consultants assigned to regional areas. 
These nurses furnish consultant services to community 
groups, public health agencies, hospitals, and schools 
and colleges and assist local health departments and 
nurses working in “unorganized” counties. Another im- 
portant function is their field training program for public 
health nursing students. The Division of Tuberculosis 
and Adult Health has one nursing consultant and two 
staff nurses to assist local health departments in tuber- 
culosis case finding. The Michigan Crippled Children 
Commission employs 11 registered public health nurses 
(who also are registered physical therapists). In all, 823 
public health nurses and nursing consultants serve Michi- 
gan. Although the Public Health Nursing Section does 
not receive reports from some city health departments, 
most of the school nursing services, and some of the 
visiting nurse associations, it does have a record of 97,- 
206 individuals (antepartum, postpartum, infant, pre- 
school, and school) served by the public health nursing 
service during 1953. A total of 443,520 nursing visits 
were made in their behalf. 


Michigan Dental Health Program 


A twofold purpose of education and service charac- 
terizes this dental health program in Michigan. The edu- 
cational phase involves both the profession and the pub- 
lic concerning the preventive approach to dental health 
problems. The service phase is directed toward actual 
service to children through screening and referral to pri- 
vate dentists for treatment or referral to local health 
department dental clinics for the medically indigent. The 
guiding and coordinating force in the program is the 
Section of Public Health Dentistry, which has a director, 
associate director, and a staff dentist, all of whom are 
dentists with their masters degree in public health. In 
addition, a certified dental hygienist with a masters de- 
gree in public health and a part-time bacteriologist are on 
the staff. The program is sponsored locally by dental 
committees with representatives from local health de- 
partments, boards of education, the Parent Teachers As- 
sociation, farm organizations, and other health agencies. 
The local dentists actually supervise each program cen- 
‘er. Many program centers are staffed by dental hygien- 
ists during the year. Students of dentistry, between their 
\inior and senior year, and dental hygiene students staff 

ditional centers during the summer. High school stu- 
nts and women from the organizing agency serve as 
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volunteer dental assistants. Although all children are 
eligible, the usual pattern is to take preschool and second, 
fifth, and eighth grade children, and these by a regular 
pattern of appointment. At the first sitting, the child re- 
ceives cleaning and screening service and his first applhi- 
cation of sodium fluoride. Portable dental equipment is 
usually set up in some convenient room in a school or 
other appropriate building. Mobile units are also used. 
As of April, 1954, the program was organized in 43 out 
of the 83 counties of the state, which included approxi- 


dren received the total series of four applications of 
sodium fluoride and the screening services. 

The dentists of Michigan have available to them the 
services of the health department laboratories, to which 
samples of patient's saliva are sent. If a high concentra- 
tion of acid-forming bacteria is found, the dentist pre- 
scribes a diet plan prepared by the state health depart- 
ment, which, if followed, will result in a substantial re- 
duction in tooth decay. Approximately 1,000 dentists 
per year make use of this service. In addition the Section 
on Public Health Dentistry assists local health depart- 
ments in their efforts to supply diagnostic and treatment 
services for the indigent group in their individual com- 
munities. Fourteen full-time dentists, 18 part-time den- 
tists, and 43 dental hygienists are employed by local 
health departments to staff these dental clinics. 


Endemic Goiter Prevention Program 


The Michigan State Medical Society, through its Com- 
mittee on Prevention of Goiter and in cooperation with 
the Michigan Department of Health, made a survey of 
31,000 children in Michigan in 1923 that revealed an 
incidence of endemic goiter of 47.2%. By a process of 
public education from every doctor’s office and the 
Michigan Department of Health, the residents of the 
state were encouraged to use iodized salt on the table 
and for cooking purposes. This was the first widespread 
application of a public health measure in the United 
States to prevent endemic goiter. lodized salt was just 
placed on the market in Michigan in May, 1924. In 1935, 
a total of 61,427 children were examined with the inci- 
dence of goiter found to be 9.2%; in 1951, with 53,785 
children examined, the incidence had further dropped to 
1.4%. Inasmuch as there are no laws requiring the use 
of iodized salt in Michigan, as there are in Canada, it is 
the consensus of the committee that responsibility rests 
with every member of the state medical society to con- 
tinue to urge upon his patients the use of salt containing 
iodine for the prevention of endemic goiter. The com- 
mittee is continuing an active program of publicity and 
education with the cooperation of the state health de- 
partment. 


Crippled Children Program 

Statewide work in behalf of crippled children was as- 
sumed by the Rotary clubs in 1920. In 1921 the Rotar- 
ians of Michigan established the Michigan Society for 
Crippled Children. The present Michigan Crippled Chil- 
dren Commission was established by legislative action 
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in 1927, as a result of the activities of that society, and 
is responsible for carrying out the statutory provisions 
of the Crippled Children’s Act and the Afflicted Chil- 
dren’s Act. Statutory provisions require that a qualified 
medical doctor be director of the commission. The state 
is divided into five medical districts with a medical co- 
ordinator in charge of activities in each district. Liaison 
is maintained with the Michigan State Medical Society 
through a medical advisory committee and a meeting 
each year of the commission and the council of the state 
society. 

The Crippled Children Commission program is pri- 
marily concerned with efforts to alleviate, remedy, or re- 
pair those handicapping “conditions which are not or 
were not preventable, but which can, with proper treat- 
ment, be alleviated or corrected to insure physical resto- 
ration to the maximum of scientific knowledge and by 
so doing, restore a crippled or afflicted child to his nor- 
mal social and economic capacity.” The Crippled Chil- 
dren’s Act covers in general those children with crippling 
conditions that are ordinarily designated as being obvi- 
ous deformities or amputations in contrast to the not 
usually noticeable handicapping conditions such as those 
usually associated with diseases of the cardiac system, 
gastrointestinal system, or respiratory system. The com- 
mission is charged by statute to locate and maintain a 
register of all crippled children and investigate, in col- 
laboration with local authorities, the needs of such chil- 
dren and arrange for proper care and treatment of those 
not already receiving such care. Assistance offered by 
the commission is not deemed to be pauper aid; if par- 
ents are able to meet expenses for the child’s care and 
treatment, in whole or in part, they may repay such ex- 
penditures without interest. If local care and treatment 
for an afflicted child is not provided at local expense in 
the event of an emergency and financial inability on the 
part of the parents, it is the duty of the probate judge 
to issue an order for hospital care and treatment. Upon 
receipt of such an order, the commission’s duty is to de- 
termine the eligibility of the child as a state charge, and, 
if approved, to secure for the afflicted child such care 
and treatment as the particular necessities of the case 
may require. The reimbursement plan is the same as in 
the case of the crippled child. 

One hundred forty hospitals throughout the state are 
approved by the commission as treatment centers; of 
these, 32 are approved for hospitalization. In addition to 
the outpatient clinics at the approved hospitals, some 26 
field diagnostic clinics are arranged each year to bring to 
rural and sparsely settled areas full orthopedic examina- 
tions, diagnostic facilities, and consultant services. The 
commission’s record of each handicapped child in every 
county is reviewed periodically with the local nurses to 
evaluate the individual child’s needs and to maintain 
continuity of service. 


Because cerebral palsy cases represent about 10% of 
all the crippled children in the state, because 200 to 
300 cases not previously known are recorded annually, 
and because 60 to 70% of all cerebral palsy patients can 
be benefited to some degree by proper care and treat- 
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ment, the commission, about 10 years ago, enlarged the 
scope and services to children with cerebral palsy by 
establishing an evaluation and training program in con- 
junction with two of the larger treatment centers. An 
extensive prosthetic training program is centered in 
Grand Rapids, utilizing the facilities of the Mary Free 
Bed Guild Children’s Hospital and Orthopedic Center 
and the three other hospitals (Blodgett, St. Marys, and 
Butterworth). A demonstration cardiac program cover- 
ing eight counties of the upper peninsula was administered 
by the commission during the years 1943 to 1955, with 
its diagnostic center located in Marquette and itinerant 
clinics held at various intervals throughout the remain- 
ing seven counties in the upper peninsula. This demon- 
stration cardiac program resulted in the establishment 
of statewide rheumatic fever centers under the state med- 
ical society with the cooperation of the Michigan So- 
ciety for Crippled Children and with the commission 
continuing to participate in the statewide program by 
financing those rheumatic fever patients eligible under 
the Afflicted Children’s Act. 


Rheumatic Fever Control Program 


The program of providing rheumatic fever diagnostic 
and consultation centers throughout the state is spon- 
sored and conducted by the local medical societies in 
conjunction with the state medical society through its 
Rheumatic Fever Control Committee and in coopera- 
tion with the Crippled Children Commission, Society for 
Crippled Children and Adults, Inc. (major financial con- 
tridutor for first years), Arthritis and Rheumatism Foun- 
dation, and local health departments in some areas. Ad- 
ministrative expenditures are met wholly by the Michi- 
gan Heart Association. 

Twenty-five consultation and diagnostic centers cur- 
rently operate in Michigan, 10 of which are located in 
Detroit and Wayne County and 15 at various points 
throughout the state. A full-time medical coordinator is 
appointed by the state medical society to serve as a 
liaison agent between its Rheumatic Fever Control Com- 
mittee, the rheumatic fever centers, and the cooperating 
agencies. All children and adults suspected of having 
rheumatic fever or rheumatic heart disease are eligible 
and may be referred by their family physician. The pro- 
gram is as follows: (1) education and care, through diag- 
noses and advice on management and follow-up; (2) 
education of the practicing physician through consulta- 
tion and advice by the panel specialists, annual postgrad- 
uate fellowships awarded by the Michigan State Medical 
Society committee, publications in the state medical 
journal, and desk reference cards prepared and distrib- 
uted by the committee; (3) education of nurses, social 
workers, occupational therapists, and teachers through 
lectures and conferences; and (4) education of the public 
by pamphlets and, more effectively, by direct contact 
with the family physician in home and office, in PTA 
study groups, and in health clubs where, with the aid of 
film strips and slides, detailed information on early signs 
and the importance of early treatment is presented. 
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Of 614 patients admitted to two centers, a detailed 
analysis reveals that 516 (84%) were under 16 years of 
age, 215 (35%) had a family history positive for rheu- 
matic fever and/or rheumatic heart disease, 271 (44% ) 
were given diagnoses of rheumatic fever, and 31 (6%) 
were given diagnoses of congenital heart disease. Of the 
271 given diagnoses of rheumatic fever, the disease was 
active in 95, quiescent in 127, and questionable in 49. 
Mitral insufficiency was diagnosed in 103 (38%) of the 
rheumatic fever cases, mitral stenosis in 23 (8%), other 
cardiac damage in 16 (6%), and no cardiac lesion in 
123 (45%). 

Through the cooperative planning of the Rheumatic 
Fever Control Committee of the state medical society, 
the department of health, and the Crippled Children’s 
Commission, a program of providing penicillin for the 
prevention of the relapse of rheumatic fever was started 
Jan. 1, 1956. The department of health will provide the 
penicillin to the physicians of the state through the regu- 
lar channels of distribution for all patients for whom the 
physician may request it who are designated as having 
rheumatic fever. The penicillin is administered by the 
private physician once a month. The Crippled Chil- 
dren’s Commission will pay the physician for the admin- 
istration of the penicillin to such children as are author- 
ized under the Crippled Children’s Commission program. 


Michigan Child Guidance Clinics 


The statutory authority provides that the department 
of mental health shall “develop and conduct a state-wide 
mental hygiene program with emphasis upon promotion 
of mental health and prevention of emotional and men- 
tal disorders and disturbances.” The department’s pro- 
gram consists of assisting communities to establish child 
guidance clinics in order that emotionally disturbed chil- 
dren may be given diagnostic and early treatment services 
in the over-all effort toward prevention of later and more 
serious mental disease. Currently, 17 child guidance 
clinics serve the state. Six of these centers have branch 
offices. The basic staff of a clinic consists of a child 
psychiatrist, a clinical psychologist, and one or more 
psychiatric social workers. Each child guidance clinic 
operates under the direction and supervision of the de- 
partment of mental hygiene. It is organized locally as a 
nonprofit corporation with a board of directors repre- 
senting the local city and county governments, the pro- 
fessions, business, service agencies, and citizens inter- 
ested in community affairs. Local medical society 
approval is always obtained prior to establishment of a 
clinic. The assistant director of the department of mental 
health in charge of mental hygiene is in direct charge of 
the clinic program and is responsible for the selection 
(in consultation with the local board of directors) of the 
professional personnel who staff each clinic and who are 
paid by the state. The local boards of directors provide 
the stenographic personnel and plant upkeep. Any child 
in need of guidance is eligible for diagnostic and treatment 
services regardless of financial or social circumstances. 
The age limit is 17 years, or until the child finishes high 
School. Serviees of the clinic are free, although contribu- 
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tions for special needs of the clinic may be received. For 
better integration of effort, the local boards of directors 
send representatives to meet with the director of the de- 
partment of mental hygiene two times a year for discus- 
sion of problems and policy recommendations. The state 
mental health commission establishes over-all policy. For 
purposes of professional advancement, the staffs of all 
the clinics meet for a workshop twice a year. Emphasis is 
upon diagnosis, early treatment, and consultation serv- 
ices. 

During the fiscal year ending June 30, 1955, 4,016 
new patients were admitted and 628 old cases were re- 
opened. At the beginning of the year, 2,001 cases were 
carried over from the preceding year. During the year 
3,881 cases were closed. Of the 4,644 cases accepted, 
2,752 were for diagnosis, 1,480 were for treatment, and 
412 were for psychological testing only. At the close of 
the year, 383 patients were waiting for treatment, and 
there were 1,460 applications for service on file. Funds 
available for mental health operations for the fiscal year 


741 from the state and $88,816 from the federal govern- 
ment. The total amount to be used for mental hospitals 
is $43,129,448, and for child guidance clinics, $521,305. 
The state provides about 62% of the financial support 
for the 17 child guidance clinics, and the remainder is 
provided by local boards from county, township, and 
city governments; boards of education; community 
chests; and foundations. 


Conclusions 


To reiterate, this series of studies is designed to de- 
scribe the participation of health agencies, both official 
and nonofficial, in maternal and child health programs 
in cooperation with private physicians and the public 
The private physician’s individual part is, of necessity, 
missing in these studies, except as his activities are indi- 
cated within these various agencies and his own society. 
The 3.5% greater reduction (over the national average) 
in maternal mortality for the specified 20-year period and 
the 33% lower rate in 1952 reflect the concerted effort 
of the physicians individually and through their society, 
in cooperation with the stafe health department and 
hospitals of the state. The preceding descriptive data in- 
dicate the emphasis that has been placed on services to 
preschool and school-aged children in Michigan. Hear- 
ing and vision conservation, dental health, crippled chil- 
dren services, rheumatic fever control, goiter control, 
and child guidance programs all help to assure that the 
child will grow up to be a healthy, self-supporting, inde- 
pendent member of society. Recent emphasis, however, 
is being placed on more expectant parent education; im- 
provement in hospital facilities for newborn infants, both 
full term and premature; expansion of nutrition educa- 
tion; child health conferences (presently used by about 
2% of the child population under 5) for those babies not 
under private physician’s care; and neonatal death studies 
in some communities. This indicates that private physi- 
cians, public health officials, and staffs of hospitals and 
other agencies interested in maternal and child health in 
Michigan are more aware of the problems surrounding 
reduction of early infant deaths and are working toward 
the solution of these problems. 
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ILLINOIS 

Secretaries’ Conference.—All physicians are invited to attend 
the Illinois State Medical Society’s annual Secretaries’ Confer- 
ence at the Hotel Leland, Springfield, March 25. The subjects 
to be considered include: The State Society’s Public Relations 
Office; Legislative Problems; Liability and Medicolegal Prob- 
lems; Polio Vaccine Distribution; Blue Shield and Blue Cross 
Problems; Grievance Committees; County Medical Society 
Membership; and the State Secretary’s Office. A complimentary 
luncheon will be served at noon to all in attendance, with the 
Illinois State Medical Society as the host. 


Chicago 

Lectures on Growth of Medicine.—On March 28 Northwestern 
University Medical School will present the first of a series of 
lectures on the growth of medicine (Wednesday, 5-6 p. m. in 
Thorne Hall). Barry J. Anson, Ph.D., professor of anatomy, 
will discuss “The Great Plague.” 


Society News.—The German Medical Society of Chicago invites 
members of the medical profession to attend the dinner (7 p. m.) 
and meeting (9 p. m.) at the Germania Club, 108 W. Germania 
Pl. (telephone MOhawk 4-0740), March 26. After presenta- 
tion of “The Parathyroid Glands and Bone” in German by Dr. 
Franklin C. McLean, professor emeritus of physiology, Univer- 
sity of Chicago School of Medicine, discussion will be opened 
by Dr. Friedrich Wassermann, professor emeritus of anatomy, 
University of Chicago School of Medicine, and senior biologist, 
Argonne National Laboratory. 


INDIANA 

Outbreak of Diphtheria.—According to the U. S. Public Health 
Service, a case of diphtheria was reported in Michigan City for 
the week ended Feb. 18, and nine cases, concentrated in a six- 
block area, were reported the following week. Ten cases were 
reported during the same week in the township adjacent to 
Michigan City, and these were concentrated in one area. There 
were four suspect cases in the hospital. All 20 cases were 
laboratory-confirmed, and tests indicated an organism of high 
virulence. Only one of the 20 patients had ever been immunized. 
There was a family relationship in many of the cases. Family 
members on Feb. 11 had attended the funeral of a 7-year-old 
child who had died of bronchopneumonia and laryngospasm. 
Some cases appeared to have been milk-borne infections. Raw 
milk from a one-cow dairy had been given to relatives in the 
city, and two members of the family were shown to have positive 
throat cultures. 


Symposium on Malignancy.—The ninth annual Symposium on 
Malignancy will be presented March 27-28 by the Indiana 
University School of Medicine, Indianapolis, with the support 
of the Indiana Cancer Society. The program, which is open to 
all physicians, will be presented by Dr. Percival Bailey, distin- 
guished professor of neurology and neurosurgery, University 
of Illinois College of Medicine, Chicago; Dr. Reginald Bickford, 
head of the electroencephalographic laboratory, Mayo Clinic, 
Rochester, Minn.; Dr. Douglas N. Buchannan, pediatric neurolo- 
gist, University of Chicago School of Medicine; Drs. Harold O. 
Peterson and William T. Peyton, radiologist and chief of neuro- 
surgery, respectively, University of Minnesota Medical School, 
Minneapolis; Dr. Harry M. Zimmerman, chief of laboratory 
division, Montefiore Hospital, New York City; and Dr. Joseph 
B. Pennybacker, Oxford, England, a fellow of the Royal College 
of Surgeons and neurosurgeon at the Radcliffe Infirmary and 
London Hospital. The symposium, which this year will be con- 





Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


cerned with diagnosis and treatment of intracranial neoplasms 
in children and adults, will open with a clinical pathological 
conference Tuesday evening, when two cases will be discussed 
by the speakers. During the Wednesday morning and afternoon 
sessions, individual topics will cover pathology, diagnosis, and 
treatment of intracranial neoplasms, including use of x-ray 
films, electroencephalograms, and radioactive isotopes. 


KENTUCKY 

Medical Society Officers’ Conference.—The Kentucky State 
Medical Association will sponsor its sixth annual County Medi- 
cal Society Officers’ Conference at the Phoenix Hotel, Lexington, 
March 29. After an address of welcome by Dr. John S. Sprague, 
Lexington, president, Fayette County Medical Society, Mr. Leo 
Brown, Chicago, Director, A. M. A. Public Relations, wil] 
discuss “How Do You Rate Doctors?” A panel, “Experts on 
the Spot,” moderated by Dr. Clyde C. Sparks, Ashland, past- 
president, Kentucky State Medical Association, wil! follow 
presentation of “The Greatest Potential Asset of the County 
Medical Society” by Dr. C. Allen Payne, Grand Rapids, Mich., 
chairman, public relations committee, Michigan State Medical 
Society; “The Usual Fee and Third Party Medicine” by Mr. 
Jerry Pettis, public relations counsel, Los Angeles County 
Medical Association; and “Public Relations at Work” by Dr. 
Alfred E. Chadwick, New Brighton, Pa., member of the public 
relations committee, Medical Society of the State of Pennsyl- 
vania. Dr. Richard R. Slucher, Louisville, president-elect, 
Kentucky State Medical Association, will preside at the after- 
noon session, which will open at 1 p. m. with “A Master Plan 
for County PR” by Dr. Dwight Murray, Napa, Calif., President- 
Elect, A. M. A. “Medical Legislation on Capitol Hill” will then 
be discussed by Dr. David B. Allman, Atlantic City, N. J, 
Trustee of the American Medical Association and Chairman of 
the Committee on Legislation, and “The Impact and Effect of 
the International Labor Organization upon World Affairs” by 
William McGrath, Cincinnati, employer’s delegate to the Inter- 
national Labor Organization. 


MISSOURI 

Williams Memorial Lecture.—Dr. Walter J. Burdette, chairman, 
department of surgery, University of Missouri School of Medi- 
cine, Columbia, will be the Vincent Park Williams Memorial 
lecturer at the meeting of the Jackson County Medical Society, 
March 27. His subject will be “Carcinoma of the Breast.” 


Tritt Memorial Lecture.—On March 29 at 8:30 p. m. the Jack 
H. Tritt Memorial Lecture, “Pitfalls in the Etiologic Diagnosis 
of Jaundice,” will be delivered by Dr. Leon Schiff, professor of 
clinical medicine, University of Cincinnati College of Medicine, 
in the Jewish Hospital School of Nursing building, 306 S. Kings- 
highway, St. Louis. 


NEW JERSEY 

Neurological Conditions of Infancy.—The Crippled Children 
Program of the state department of health, in cooperation with 
the Medical Society of New Jersey and the New Jersey chapter 
of the American Academy of Pediatrics, will present five lecture 
seminars, “Neurologic Conditions of Infancy,” by Dr. Eugene 
B. Spitz, of the Children’s Hospital of Philadelphia. The courses 
will be held at the Nurses’ Home of the Presbyterian Hospital, 
Newark, at 1:30 p. m., March 28, April 4 and 25, May 2 and 9. 
Course attendance is limited to 75. Registration fee of $10 
is payable in advance to the Babies’ Hospital-Coit Memorial, 
Yo Dr. Walter L. Mitchell, 15 Roseville Ave., Newark. 


Society News.—The recently established Pediatric Society of 
Central New Jersey has chosen Dr. Charles Hendee Smith, New 
Brunswick, as president for 1956 and Dr. Andrew D. Hunt :'., 
Flemington, as secretary. The first scientific meeting was he'd 
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Jan. 19. Physicians interested in the activities of this society 
should communicate with Dr. Andrew D. Hunt Jr., Hunterdon 
Medical Center, Flemington. At the meeting March 29, 
8:45 p. m., the Academy of Medicine of New Jersey, urology 
section, will have a panel discussion, “Management of Con- 
genital Dilatation of Urinary Tract,” moderated by Dr. John K. 
Lattimer, professor of urology, director, Squier Urology Clinic, 
Columbia-Presbyterian Medical Center, New York. Collabora- 
tors will be Drs. Albert J. Paquin Jr., associate professor of 
urology, Cornell University Medical College, Herbert Brendler, 
associate professor of urology, New York University-Post- 
graduate Medical School, and Conrad M. Riley, associate pro- 
fessor of pediatrics, Columbia-Presbyterian Medical Center, all 
of New York. 





NEW YORK 

Spring Clinical Day.—The 19th annual spring clinical day of 
the University of Buffalo Medical Alumni will be held at the 
Hotel Statler in Buffalo, March 24, 9 a. m.-4:30 p. m. Among 
the subjects discussed will be “Practical Problems in the Diag- 
nosis and Treatment of Old and New Virus Diseases” by Dr. 
Horace L. Hodes, clinical professor of pediatrics at Columbia 
University College of Physicians and Surgeons, New York City, 
and “The Management of Occlusive Arterial Disease” by Dr. 
A. Wilbur Duryee, professor of clinical medicine at New York 
University College of Medicine, New York City. 


Otological Problems in Industry.—A panel discussion, “Hearing 
Loss and Related Problems as They Concern Industrial Work- 
ers,” will be presented March 29, 7:30 p. m., in the auditorium 
of Meadowbrook Hospital, Hempstead, under the sponsorship 
of the Long Island Hearing and Speech Society, the Long Island 
Industrial Nurses Association, and the Industrial Health Di- 
vision of the Nassau County Tuberculosis and Public Health 
Association. The panel, members of which will include Dr. 
Kenneth B. Brown, Hempstead, medical director of the Hearing 
and Speech Society, will be open to industrial physicians, safety 
engineers, union representatives, personnel directors, and public 
health nurses. Registration fee is $2.50. 


New York City 

Karen Horney Lecture.—The Association for the Advancement 
of Psychoanalysis will sponsor the fourth annual Karen Horney 
lecture at the New York Academy of Medicine at 8:30 p. m., 
March 28. Dr. Frederick H. Allen, Philadelphia, will speak on 
“Horney’s Concept of Basic Conflict in Child Psychiatry.” 


Symposium on Cancer.—The New York Cancer Society, in a 
combined meeting with the sections on medicine and surgery 
of the New York Academy of Medicine, April 3, 8:30 p. m., 
at the academy (Fifth Avenue at 103rd Street) will present a 
symposium “The Scope of Palliative Treatment for Malignant 
Disease.” Dr. Claude E. Forkner, New York Hospital, will 
Serve as moderator for the program, in which neurosurgical 
aspects will be presented by Dr. Bronson S. Ray, New York 
Hospital; surgical aspects by Dr. Robert H. Wylie, Columbia- 
Presbyterian Medical Center; psychiatric aspects by Dr. Arthur 
M. Sutherland, Memorial Center for Cancer and Allied Diseases; 
radiotherapeutic aspects by Dr. Milton Friedman, New York 
University College of Medicine; chemotherapeutic aspects by 
Dr. Alfred A. Gellhorn, Columbia University College of Physi- 
cians and Surgeons; and moral aspects by the Rev. George B. 
Ford, Corpus Christi Catholic Church. All physicians and 
medical students are cordially invited to attend, 


NORTH CAROLINA 
Dr. Martin Goes to Florida——Dr. Samuel Preston Martin, 
ciate professor of medicine and assistant professor of bac- 
‘ology at Duke University School of Medicine, Durham, has 
n appointed head of the department of medicine at the 
versity of Florida College of Medicine, Gainesville. He 
a's will be coordinator of the J. Hillis Miller Health Center 
Si dy, which is supported by the Commonwealth Fund of New 
York. His new duties will begin April 1. 


mons 
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OKLAHOMA 


New Chairman of Anesthesiology Department.—Dr. Joseph M. 
White Jr., professor of anesthesiology at the University of Wash- 
ington School of Medicine, Seattle, was recently appointed chair- 
man of the department of anesthesiology at the University of 
Oklahoma School of Medicine, Oklahoma City. He replaces 
Dr. Howard A. Bennett, now in private practice in Tulsa 


Society News.—Dr. Theodore A. Watters, clinical professor of 
neuropsychiatry, Louisiana State University School of Medicine, 
New Orleans, will be guest speaker for the Tulsa Academy of 
General Practice March 26, discussing “Psychotherapy for the 
G. P.” The scientific program, 8 p. m., will be preceded by a 
social hour and dinner at 6:30 p. m. at the Hotel Tulsa. Reserva- 
tions may be made by calling LUther 2-5904. All physicians are 
invited.——Officers of the Oklahoma Academy of General 
Practice include Dr. Mark D. Holcomb, Enid, president; D1 
Elmer Ridgway Jr., Oklahoma City, president-elect; Dr. Virgil 
B. Gray, Muskogee, vice-president; and Dr. Vester M. Ruther 
ford, Oklahoma City, secretary-treasuret 


PENNSYLVANIA 

Dr. Rhoads Elected Provost of University.—Dr. Jonathan 
Evans Rhoads, professor of surgery and surgical research tn 
the University of Pennsylvania School of Medicine, Philadelphia, 
and professor of surgery in the graduate school of medicine, has 
been elected provost of the university. Dr. Rhoads, who has 
been a member of the teaching and surgical staffs for more 
than 20 years, will continue to devote part of his time to the 
practice of surgery and will retain his professorships. He is 
chairman of the University Senate and president of the Phila- 
delphia division of the American Cancer Society. Dr. Rhoads 
is chief of a surgical division of the University Hospital, senior 
surgeon of the Children’s Hospital of Philadelphia, and a former 
chairman of the Fulbright Scholarship Screening Council of the 
National Research Council. In 1950 he was a member of a 
13-man medical mission sent to Japan by the Unitarian Service 
Commission at the request of Gen. Douglas MacArthur for 
a conference on medical teaching with Japanese surgeons, and 
in 1952, as a member of the American Friends Service Commit- 
tee, he visited South Korea to survey civilian medical and 
welfare needs. 


Philadelphia 

Diabetes in Pregnancy.—The Temple University chapter of 
Alpha Omega Alpha will present its annual lectureship 
March 28, 4 p. m., in the auditorium of Temple University 
School of Medicine, 3400 N. Broad St. Dr. Duncan E. Reid, 
professor of obstetrics at Harvard Medical School, Boston, will 
discuss “Diabetes in Pregnancy.” 


Phi Delta Epsilon Lecture.—Dr. Harold G. Wolff, professor of 
medicine and associate professor of psychiatry, Cornell Univer- 
sity Medical College, New York, will deliver the annual lecture 
of Phi Delta Epsilon fraternity at Jefferson Medical College of 
Philadelphia March 26. His topic will be “Headache Mecha- 
nisms.” The meeting, which is open to all interested persons, 
will be held in McClellan Hall of the college at 8:15 p. m. 


SOUTH DAKOTA 

Personal.—Dr. John H. Fodden, associate professor of pathol- 
ogy, University of South Dakota School of Medical Sciences, 
Vermillion, has been given a Lederle Medical faculty award of 
$6,500 to support one year of teaching and research. His 
principal research study is of diabetes. Dr. Fodden, who also 
holds a John and Mary R. Markle Foundation Scholarship, 
recently left for England, Sweden, and Denmark for the study 
of advanced research techniques in the University of London, 
Karolinska Institute at Stockholm, and the Carlsburg Labora- 
tories in Copenhagen. He will return in October. 


Rural Health Conference.—A rural health conference will be 
held at the Marvin Hughitt Hotel, Huron, March 29, under the 
sponsorship of the South Dakota State Medical Association and 
the South Dakota State Department of Health in cooperation 
with farm and health agencies throughout the state. Dr. Gerald 
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J. Van Heuvelen, Pierre, state health officer, will serve as chair- 
man. The session will open at 10 a. m. with “Purpose of the 
Conference” by Dr. Ellison F, Kalda, Platte, a member of the 
rural health committee, South Dakota State Medical Associ- 
ation. Another member of the committee, Dr. Gerrit J. 
Bloemendaal, Ipswich, will discuss “Rural Occupational Ac- 
cidents” at 11 a. m., and a third member, Dr. Alonzo P. Peeke, 
Volga, will consider “The Role of the General Practitioner in 
Rural Health” at 2:30 p. m. Dr. Willard A. Wright, Williston, 
N. D., a member of the A. M. A. Council on Rural Health, will 
give the luncheon address, “The American Medical Association 
and Rural Health.” Walter L. Hard, Ph.D., dean, University 
of South Dakota School of Medical Sciences, Vermillion, will 
have as his topic during the afternoon session “The Role of the 
School of Medical Sciences in Rural Health.” 


TEXAS 

Symposium on Cancer Research.—The 10th annual Symposium 
on Fundamental Cancer Research will be held March 29-31 at 
the University of Texas M. D. Anderson Hospital and Tumor 
Institute, Texas Medical Center, Houston, to consider cellular 
metabolism of tumors. Reports will be presented Thursday on 
the research programs in progress at the hospital. On Friday 
Van R. Potter, Ph.D., professor of oncology, University of 
Wisconsin, Madison, McArdle Memorial Laboratory for Cancer 
Research, will serve as chairman for a program of nucleic acid 
metabolism. Reports on research in the Southwest area will be 
made on Friday. The sixth annual Bertner award and Bertner 
Lecture will be presented Friday evening after a social hour 
and dinner. Established in 1950, the award in honor of the 
late Dr. E. W. Bertner, first acting director of the M. D. Ander- 
son Hospital and first president of the Texas Medical Center, 
is presented annually for outstanding contribution in the field 
of cancer research. 


VERMONT 

Personal.—Dr. Joseph W. Spelman, pathologist for the Vermont 
Department of Health since 1948 and associate professor in the 
department of pathology of the University of Vermont College 
of Medicine, Burlington, was recently named medical examiner 
for the department of public health in Philadelphia. 


Mock Trial.—The seminar committee of the Vermont Bar 
Association will conduct a mock trial at the Rutland County 
Court House March 31, 10:30 a. m.-4 p. m. Doctors and 
lawyers from southern and central Vermont will perform in 
one stage of the trial, and doctors and lawyers from northern 
Vermont will play the roles in the second stage. A Superior 
Court judge will comment on the deficiencies in each case. 


GENERAL 

Sight-Saving Conference.—The 1956 “Sight-Saving Conference” 
of the National Society for the Prevention of Blindness will be 
held March 26-28 at the Palmer House, Chicago. Reports of 
new research into the causes of the blinding eye diseases will 
be made, and new techniques and procedures in various phases 
of sight conservation work in the fields of medicine, education, 
nursing, social work, and safety will be presented. 


Phi Lambda Kappa Interim Session.—The fourth annual interim 
scientific meeting of Phi Lambda Kappa fraternity will convene 
at the DeLido Hotel, Miami Beach, Fla., April 4-12. The pro- 
gram will be for the benefit of the general practitioner and will 
feature 20-minute papers by 20 specialists in their fields. All 
A. M. A. members are welcome. For information write Dr. 
Samuel L. Lemel, National Secretary, Phi Lambda Kappa, 1030 
Euclid Ave., Cleveland 15. 


Grants and Fellowships in Ophthalmology.—Applications for 
1956-1957 grants-in-aid and fellowship awards (full-time) will be 
considered in June at the seventh annual meeting of the scien- 
tific advisory commiitee of the National Council to Combat 
Blindness. Closing date for receipt of completed applications is 
April 15. Applications for summer student fellowships will be 
reviewed in advance of the meeting and should be filed with the 
office of the organization no later than April 1. Applicants for 
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fellowships are required to make their own arrangements for 
suitable research facilities with accredited institutions. Forms 
may be obtained by addressing the Secretary, National Council 
to Combat Blindness, Inc., 30 Central Park South, New York 19. 


Physicians Art Association—The American Physicians Apt 
Association requests physicians to notify them at once if they 
desire to exhibit at the 19th Annual Art Exhibition, which wil] 
be held June 11-15 during the Annual Meeting of the American 
Medical Association in Chicago, where space has been reserved 
adjacent to the Technical Exhibits on Navy Pier. Art pieces 
should be ready for mailing not later than the middle of May. 
Many prizes will be awarded to winners in both the beginners 
and advanced classes. Mediums to be judged are oil portraits, 
water colors, seascapes and landscapes, pastels, photographs, 
sculpture, and crafts—metal, wood, needlework, and ceramics, 
All members of the American Medical Association, as well as 
other doctors in accredited internships and residencies, are 
eligible for membership. Communications should be addressed 
to Dr. Francis H. Redewill Jr., Secretary, 124 E. Hadley, 
Whittier, Calif. 


Cenference on Mental Health.—Delegates from 10 northeastern 
states and representatives of the U. S. Department of Health, 
Education, and Welfare and the Council of State Governments 
met March 22-23 at the Berkeley-Cartaret Hotel, Asbury Park, 
N. J., for the first of two meetings of the Northeast State Govern- 
ments Conference on Mental Health. Community mental health 
services and mental health services to children and the mentally 
retarded were topics of discussion. Dr. V. Terrell Davis, di- 
rector, division of mental healih, New Jersey Department of 
Institutions and Agencies, served as chairman of the plenary 
session Thursday morning, which included discussions of *“Pro- 
fessional Training for Community Mental Health Services” by 
Dr. Paul VY. Lemkau, director of mental health services, New 
York City Community Mental Health Board; “Services for the 
Mentally Retarded,” Dr. Leonard J. Duhl, professional services 
branch, National Institute of Mental Health, Bethesda, Md.; 
and “Inpatient Mental Health Services to Children,” Dr. Donald 
Bloch, consultant to the New York State Mental Health 
Commission. 


Alpha Epsilon Delta Convention.—The 11th national conven- 
tion of Alpha Epsilon Delta, national premedical honor society, 
will be at Millsaps College, Jackson, Miss., March 29-31. At 
the banquet Friday evening, Dr. John B. Youmans, dean, 
Vanderbilt University School of Medicine, Nashville, Tenn., and 
president-elect, Association of American Medical Colleges, will 
speak. At the all-day conference Saturday on premedical and 
predental education in cooperation with the University of 
Mississippi Medical Center, a symposium will include the follow- 
ing speakers: Dr. David S. Pankratz, dean, University of 
Mississippi School of Medicine, University; Orren W. Hyman, 
Ph.D., vice-president in charge of medical units, University of 
Tennessee, Memphis; William A. Bryant, Ph.D., provost, Uni- 
versity of Mississippi; Dr. Harold V. Cummins, assistant dean, 
Tulane University of Louisiana School of Medicine, New 
Orleons; Joseph F. Volker, D.D.S., dean, University of Alabama 
School of Dentistry, Birmingham; and James T. Ginn, D.D.S., 
dean, School of Dentistry, University of Tennessee. Joseph B. 
Price, Ph.D., national vice-president of Alpha Epsilon Delta, 
and professor of chemistry, Millsaps College, will moderate the 
symposium. The speakers will serve as a panel for an informal 
discussion of medical and dental school admission requirements 
and procedures. Afternoon tours will be conducted through the 
University of Mississippi School of Medicine and Hospital. 


CANADA 


Course in Eye Surgery.—The University of Toronto Faculty of 
Medicine offers a refresher course in eye surgery March 26-28 
at which the guest surgeons will be Drs. Conrad Berens, New 
York University-Postgraduate Medical School, New York City, 
Philip Meriwether Lewis, University of Tennessee College of 
Medicine, Memphis, and Harold G. Scheie, University of Penn- 
sylvania School of Medicine, Philadelphia. The instruction wi'! 
consist of operative clinics in the university teaching hospitais 
in the mornings and formal clinics, lectures, and case presents- 
tions in the afternoons. 
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FOREIGN 

International Medical-Surgical Meetings.—At a recent meeting 
in the Minerva Medica Building in Turin, Italy, the organizing 
committee announced that the International Medical-Surgical 
Meetings for 1957 would be held in that city June 1-9. The 
third International Medical and Scientific Film Exposition and 
the third International Exposition of Sanitary Arts will be pre- 
sented at that time. 


Congresses in Pediatrics.—In its seminar congresses in pediatrics, 
the American Medical Society of Vienna presented Acute 
Infectious Diseases in Children, Pediatric Allergies, and Cardio- 
vascular Disorders, March 1-3, by the medical faculty of the 
University of Vienna and has scheduled the following programs 
by the same group: 

April 3-5, Test Methods and Pedagogic Therapy; Systemic Manifesta- 
tions of Emotional Stress; Behaviour Response to Emotional Stress. 

May 1-3, Surgical Diseases of Children; Pediatric Urology; The Acute 
Abdomen. 

June 4-6, Electromyography; Common Orthopedic Problems in Child- 
hood; Cerebral Palsy—Electroencephalography. 

July 2-4, Emergencies in the Neonatal Period: Erythroblastosis; Reab- 
sorption Atelectasis; Hemorrhage; Acute Feeding Difficulties. 

Aug. 1-3, Dermatological Manifestations of Systemic Disease in Chil- 
dren; Pediatric Pathology; Ocular Manifestations of Systemic Disease 
in Children. 

Sept. 3-5, Pediatric Psychopathology; Long-Term Therapeutic Approach 
to Problems of Mongolism; Pedagogic Healing. 

Oct. 1-3, Pediatric Endocrinology; Pediatric Hematology; Congenital and 
Acquired Heart Disease in Children. 

Nov. 1-3, The “Atonic’’ Infant: C. N. S. and Cord Damage; Con- 
genital Myasthenia; Amyotonia Congenita; Endocrine and Metabolic 
Disorders. 

Details may be obtained from the American Medical Society 
of Vienna, Vienna I, Universitaetstrasse 11, Cable: “AMMEDIC,” 
Vienna. 


CORRECTION 

Drugs for Protection Against Motion Sickness.—lIn the article 
entitled “Evaluation of Drugs for Protection Against Motion 
Sickness Aboard Transport Ships,” in THE JOURNAL of March 
3, 1956, page 755, the “SO gm.” in the fifth line of the summary 
in bold face type at the top of the right-hand column should 
have been 50 mg. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 





AERo MEpDicaL AssociaTiIon, Drake Hotel, Chicago, Apr. 16-18. Dr. 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 19- 
21. Dr. Douglas L. Cannon, 537 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Hotel Jefferson, St. Louis, Apr. 23-28. 
Dr. Thomas W. Farmer, Dept. of Medicine, University of North Car- 
Olina, Chapei Hill, N. C., Secretary. 

AMERICAN ACADEMY OF PEpiaTRICs, Rice Hotel and Sam Houston Coli- 
seum, Houston, Texas, Apr. 16-19. Dr. E. H. Christopherson, 1801 
Hinman Ave., Evanston, Illinois, Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Milwaukee, Apr. 4-6. Dr. Nor- 
mand L, Hoerr, 2109 Adelbert Rd., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Muehlebach 
Hotel, Kansas City, Mo., May 3-5. Dr. Richard C. Webster, 1101 
Beacon Street, Brookline 46, Mass., Chairman, Program Committee. 

AMIRICAN ASSOCIATION FOR HEALTH, PHYSICAL EDUCATION, RECREATION, 
Conrad Hilton Hotel, Chicago, Mar. 24-30. Mr. Carl A. Troester Jr., 
1201 Sixteenth St., N.W., Washington 6, D. C., Executive Secretary. 


Ami (CAN ASSOCIATION OF THE HisTORY OF MEDICINE, Washington Duke 
Hotel, Durham, N. C., Apr. 19-26. Dr. Ilza Veith, 950 East 59th St., 
Chicago 37, Executive Secretary. 


Am AN ASSOCIATION OF IMMUNOLOGISTS, Chalfonte-Haddon Hall, At- 
¢ City, N. J., Apr. 16-20. Dr. F. S. Cheever, Univ. of Pittsburgh, 
Sool of Public Health, Pittsburgh 13, Secretary. 
AM:°ICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Nether- 
Plaza Hotel, Cincinnati, Apr. 26-28. Dr. Edward A. Gall, Dept. 
‘athology, Cincinnati General Hospital, Cincinnati 29, Secretary. 
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AMERICAN ASSOCIATION OF Ratiway Surceons, Drake Hotel, Chicago 
Apr. 10-12. Dr. Chester C. Guy, S800 Stony Island Ave., Chicago 3 
Secretary 

AMERICAN ASSOCIATION POR THorRactc Surcrrey, Fontainebleau Hote 
Miami Beach, Fla., May 7-9. Dr. Paul C. Samson, 3959 Happy Valley 
Road, Lafayette, Calif., Secretary 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Sheraton-Mt. Rova 
Hotel, Montreal, Canada, May 15-16 Dr. F. Johnson Putney, 1719 
Rittenhouse Square, Philadelphia 3, Secretary 

AMERICAN COLLEGE OF ALLERGISTS, Hotel New Yorker, New York, Apr 
15-20. Dr. Fred W. Wittich, 401 Marquette Bank Bidg., Minneapolis 
Secretary. 

AMERICAN COLLEGE OF CarbDIOLOGy, Drake Hotel, Chicago, May 16-18 
Dr. Philip Reichert, Empire State Bldg.. New York 1, Secretary 

AMERICAN COLLEGE HEALTH ASSOCIATION, Hotel Nicollet, Minneapolis 
May 17-19. Dr. Irvin W. Sander, Wayne University, Detroit, Secretary 

AMERICAN COLLEGE OF PHysiciaNns, Biltmore Hotel and Shrine Auditoriun 
Los Angeles, Apr. 16-20. Mr. E. R. Loveland, 4200 Pine St., Phila 
delphia 4, Executive Secretary 

AMERICAN FEDERATION FOR CLINtcalL Restarcu, Chalfonte-Haddon Hall! 
Atlantic City, N. J.. April 29. Dr. William W. Stead, VA Hospital 
Minneapolis 17, Secretary 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Claridge Hote Atlantic 
City, N. J., Apr. 27-28. Dr. H. Marvin Pollard, University Hospital 
Ann Arbor, Mich., Secretary 

AMERICAN GERIATRICS Society, Palmer House. Chicago, May 3-4 Dr 
Ma'ford W Thewlis, 25 Mechanic St., Wakefield, R. 1., Secretary 

AMERICAN GOITER ASSOCIATION, Drake Hotel, Chicago, May 3-5 Dr 
John C, McClintock, 149'2 Washington Ave., Albany 10, N. ¥ 
Secretary. 

AMERICAN INDUSTRIAL HYGIENE ASSOCIATION, Convention Hall, Phila 
delphia, April 23-27. Dr. Henry F. Smyth Jr., Mellon Institute, Fifth 
Ave., Pittsburgh 13, Executive Secretary 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Seigniory Club, Canada, May 
13-14. Dr. Harry P. Schenck, 326 South 19th St Philadelphia 3, 
Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND O1otocicat Society, Sher 
aton-Mt. Royal Hotel, Montreal, Canada, May 15-17 Dr. Steward 
Nash, 277 Alexander St., Rochester 7, N. Y., Secretary 

AMERICAN OTOLOGICAL Society, Seigniory Club, P.Q., Canada, May 11-12 
Dr. Laurence R. Boies, 90 South Ninth St., Minneapolis 2, Secretary 

AMERICAN PEDIATRIC Society, The Inn, Buck Hill Falls, Pa.. May 6-11 
Dr. Aims C. McGuinness, Memorial Hospital Association of Kentucky 
1427 I St., N.W., Washington 5, D. C., Secretary 

AMERICAN PHYSIOLOGICAL Society, Atlantic City, N. J., Apr. 16-20. Dr 
Allan C. Burton, University of Western Ontario, London, Ontario 
Canada, Secretary. 

AMERICAN PSYCHIATRIC ASSOCIATION, Chicago, April 30-May 4. Dr. Wil 
liam Malamud, 80 East Concord St., Boston 18, Secretary 

AMERICAN RapIuM Society, Shamrock Hotel, Houston, Texas, Apr. 9-11 
Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 
Secretary. 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Atlantic City, N. J 
Apr. 15-16. Dr. Peter F. Salisbury, Institute for Medical Researeh 
4751 Fountain Ave., Los Angeles 29, Secretary 

AMERICAN SOctrETY OF BrotoGcicat CuHuemists, Chalfonte-Haddon Hall, 
Atlantic City, N. J., Apr. 15-19. Dr. Philip Handler, Duke University, 
Durham, N. C., Secretary 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Chalfonte-Haddon Hall, 
Atlantic City, N. J., April 30. Dr. J. D. Myers, University of Pittsburgh 
School of Medicine, Pittsburgh 13, Secretary 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, Atlantic City, N. J., 
Apr. 15-21. Dr. Cyrus C. Erickson, 874 Union Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPFRIMENTAL THERAPEUTICS, 
Atlantic City, N. J., Apr. 15-20. Dr. Carl C. Pfeiffer, Emory University 
School of Medicine, Emory University, Ga., Secretary. 

AMERICAN SURGICAL ASSOCIATION, The Greenbrier, White Sulphur Springs 
W. Va., Apr. 11-13. Dr. R. Kennedy Gilchrist, 59 East Madison St., 
Chicago 3, Secretary. 

ARIZONA MeDIcAL Association, San Marcos Hotel, Chandler, Apr. 25-28 
Dr. D. W. Melick, 411 Security Bldg., Phoenix, Secretary 

ARKANSAS Mepicat Society, Hotel Marion and Robinson Auditorium 
Little Rock, Apr. 23-25. Mr. Paul C. Schaefer, 213 Kelley Bidg., 
Ft. Smith, Executive Secretary 

ASSOCIATION OF AMERICAN Puysicians, Chalfonte-Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Paul B. Beeson, Yale University School of 
Medicine, New Haven 11, Conn., Secretary 

ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, Columbus, Ohio, 
Apr. 5-7. Dr. William L. Baughn, 1635 West 25th St., Anderson, Ind., 
Secretary. 

CALIFORNIA MEDICAL ASSOCIATION, Ambassador Hotel, Los Angles, April 
29-May 2. Mr. John Hunton, 450 Sutter St., San Francisco &, Executive 
Secretary. 

CONNECTICUT STATE MEDICAL SociETy, Hamden, Apr. 24-26. Dr. Creigh 
ton Barker, 160 St. Ronan St., New Haven, Executive Secretary 

EASTERN SECTION, AMERICAN CONGRESS OF PHYSICAL MEDICINE AND 
REHABILITATION, Hotel Adelphia, Philadelphia, April 7. Dr. Harold 
Lefkoe, 1006 Medical Tower, Philadelphia 3, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BioLocy, Chal 
fonte-Haddon Hall, Atlantic City, N. J., Apr. 16-20. Mr. M. O. Lee, 
2101 Constitution Ave., Washington 25, D. C., Secretary. 

FLORIDA MEDICAL AssociaTION, Hotel Fontainebleau, Miami Beach, May 
13-16. Dr. Samuel M. Day, P.O. Box 1018, Jacksonville, Secretary 
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GEORGIA, MEDICAL ASSOCIATION OF, Atlanta-Biltmore Hotel, Atlanta, May 
i3-16. Dr. David Henry Poer, 875 W. Peachtree St., Atlanta, Secretary. 

Hawai Mepicat Association, Reef Hotel, Honolulu, Apr. 22-29. Dr. 
William S. Ito, 510 S. Beretania St., Honolulu, Secretary. 

Intinois STATE Mepicat Society, Hotel Sherman, Chicago, May 15-18. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

INDUSTRIAL MEDICAL AssOcIATION, Philadelphia, Apr. 23-26. Dr. H. 
Glenn Gardiner, Inland Steel Co., East Chicago, Ind., Secretary. 

INTERNATIONAL ACADEMY OF ProctoLoGy, Drake Hotel, Chicago, Apr. 
23-26. Dr. Alfred J. Cantor, 43-55 Kissena Blvd., Flushing, N. Y., 
Secretary. 

INTERSTATE OrtHOPEDIC Society, Pittsburgh, April 18. Dr. Harold H. 
Sankey, 121 University Place, Pittsburgh 13, Secretary. 

lowa STATE Mepicat Society, Savery Hotel and Veterans Memorial Audi- 
torium, Des Moines, Apr. 22-25. Mr. Donald L. Taylor, 529 36th St., 
Des Moines 12, Executive Secretary. 

JoHN A. ANDREW CLINICAL Society, Memorial Hospital, Tuskegee Insti- 
tute, Alabama, Apr. 8-13. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

KANSAS MepicaL Society, Jayhawk Hotel, Topeka, April 29-May 3. Mr. 
Oliver E. Ebel, 315 West 4th St., Topeka, Executive Secretary. 

Louisiana State Mepicar Society, Hotel Bentley, Alexandria, Apr. 23-25, 
Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, BALTI- 
MORE, May 2-4. Dr. Everett S. Diggs, 1211 Cathedral St., Baltimore 1, 
Secretary. 

MICROCIRCULATORY CONFERENCE, Hotel Schroeder, Milwaukee, Apr. 3. 
Dr. George P. Fulton, Boston University, College of Liberal Arts, 
725 Commonwealth Ave., Boston 15, Chairman. 


Mississippi STATE MepicaL Association, Hotel Heidelberg, Jackson, May 
8-10. Mr. Rowland B. Kennedy, 860 Milner Bldg., Jackson, Executive 
Secretary. 

Missourt STATE MEDICAL AssociATION, Hotel Jefferson, St. Louis, Apr. 
8-11. Dr. E. Royse Bohrer, 634 North Grand Blvd., St. Louis 3, 
Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Palmer House, 
Chicago, Mar. 26-28. Dr. Franklin M. Foote, 1790 Broadway, New 
York 19, Executive Director. 

NEBRASKA STATE MEDICAL AssociATION, Hotel Cornhusker, Lincoln, May 
14-17. Dr. R. B. Adams, 1315 Sharp Bldg., Lincoln 8, Secretary. 

New ENGLAND HEALTH EDUCATION ASSOCIATION, University of Connecti- 
cut, Storrs, Conn., May 11-12. Miss Wyntha lompkins, Middlesex 
Health Association, Essex, Mass., Secretary. 

New Jersey, MepicaL Society oF, Haddon Hall, Atlantic City, May 13- 
16. Dr. Marcus H. Greifinger, 135 West State St., Trenton 8, Secretary. 

New Mexico MEepicaL Society, Roswell Senior High School, Roswell, 
May 2-4. Mr. Ralph R. Marshall, 221 West Central Ave., Albuquerque, 
Secretary. 

New York, MEDICAL SOCIETY OF THE STATE OF, Hotel Statler, New York, 
May 7-11. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

NortTH CAROLINA, MEDICAL SOCIETY OF THE State oF, Hotel Carolina, 
Pinehurst, April 30-May 2. Dr. Millard D. Hill, 203 Capitol Bldg., 
Raleigh, Secretary. 

Onto State Mepicat Association, Cleveland, Apr. 10-13. Mr. Charles S. 
Nelson, 79 East State St., Columbus 15, Executive Secretary. 

Onto = STATE RApDIOLOGICAL Society, Deshler-Hilton Hotel, Columbus, 
May 11-13. Dr. John R. Hannan, 10515 Carnegie Ave., Cleveland 6, 
Secretary. 

OKLAHOMA STATE MepicaL ASSOCIATION, Municipal Auditorium, Oklahoma 
City, May 6-9. Mr. R. H. Graham, 1227 Classen Drive, Oklahoma City, 
Executive Secretary, 

REGIONAL MEETINGS: 

AMERICAN COLLEGE OF GASTROENTEROLOGY: 
New Orleans, Auditorium, Louisiana State University, April 8. Mr. 
Daniel Weiss, 33 West 60th St., New York 23, Executive Secretary. 
AMERICAN COLLEGE OF SURGEONS: 
Edmonton, Alberta, Canada, The Macdonald, Apr. 23-25. Dr. J. 
Rose Vant, 10113, 104th St., Edmonton, Alberta, Canada, Chairman, 


U. S. SECTION, INTERNATIONAL COLLEGE OF SURGEONS: 


Madison, Wis., Loraine Hotel, April 26-28. Dr. Arnold S. Jackson, 
Jackson Clinic, Madison, Wis., Chairman. 


Chattanooga, Tenn., Read House, April 30-May 1. Dr. William G. 
Stephenson, 546 McCallie Ave., Chattanooga 3, Tenn., Chairman. 
RHODE ISLAND MepicaL Society, Rhode Island Medical Society Library, 
Providence, May 1-3. Dr. Thomas Perry Jr., 106 Francis St., Providence 
3, Secretary. 
Society OF BIOLOGICAL PsycHtaTRy, Morrison Hotel, Chicago, Apr. 28-29. 
Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 5, Secretary. 
SOCIETY OF NEUROLOGICAL SURGEONS, Memphis, Tenn., May 7-8. Dr. 
Bronson S. Ray, 525 East 68th St., New York 21, Secretary. 
Society FOR PEDIATRIC RESEARCH, The Inn, Buck Hill Falls, Pa., May 
6-11. Dr. Sydney S. Gellis, 330 Brookline Ave., Boston 15, Secretary. 
SOUTH CAROLINA MEDICAL ASSOCIATION, Ocean Forest Hotel, Myrtle 
Beach, May 15-17. Dr. Robert Wilson, 165 Rutledge Ave., Charleston, 
Secretary. 
SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Holiywood, 
Fla., Mar. 25-29. Dr. Robert F. Sharp, 200 Carondelet St., New Orleans 
12, Secretary. 


J.A.M.A., March 24, 1956 


SOUTHERN OREGON Mepicat Society, Klamath Falls, May 9. Dr. Cajiyin 
Hunt, 1842 Esplanade St., Klamath Falls, Secretary. 


SOUTHWESTERN SuRGICAL CONGRESS, Pioneer Hotel, Tucson, Ariz., Apr 
16-18. Dr. C. M. O'Leary, 207 Plaza Court Bldg., Oklahoma City 
. ‘ 
Secretary. 

STUDENT AMERICAN MEDICAL AssoctaTION, Hotel Sherman, Chicago, May 
4-6. Mr. Russell F. Staudacher, 510 North Dearborn St., Chicavo 19 
Executive Secretary. 

SYMPOSIUM ON FUNDAMENTAL CANCER RESEARCH, Texas Medical Cente; 
Houston, Texas, Mar. 29-31. Dr. Grant Taylor, University of Texas 
Postgraduate School of Medicine, Houston, Texas, General Chairman 


SYMPOSIUM ON PeEDiaTrRics, Salt Lake City, Apr. 12-13. Dr. F. Wiis 
Taylor, 1265 West 4th North, Sait Lake City 16, Chairman. 


TENNESSEE STATE MEDICAL ASSOCIATION, Peabody Hotel, Memphis, Apr 
8-11. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Secretary 


Texas MepicaL Association, Galveston, Apr. 21-25. Mr. C. Lincoly 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


THE CONSIANTINIAN SoctkTy, Del Monte Lodge, Pebble Beach, Calif, 
Apr. 11-14. Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, 
Secretary. 


UnirED STATES-MEXICO BoRDER PuBLic HEALTH ASSOCIATION, Mexicali, 
Baja Calif., and Calexico, Calif., Apr. 13-16. Dr. Sidney B. Clark, 204 
U. S. Court House, El Paso, Texas, Secretary. 


WESTERN INDUSTRIAL MEDICAL ASSOCIATION, Hotel Ambassador, Logs 
Angeles, Apr. 28. Dr. Edward J. Zaik, 740 S. Olive St., Room 220, 
Los Angeles 14, Secretary. 


WESTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Sheraton-Palace 
Hotel, San Francisco, April 30-May 3. Dr. James Ownby Jr., 516 
Sutter St., San Francisco, Chairman, 

WISCONSIN, STATE MEDICAL Society oF, Hotel Schroeder, Milwaukee, 
May 1-3. Mr. Charles H. Crownhart, 330 East Lakeside St., Madison 
1, Secretary. 


FOREIGN AND INTERNATIONAL 


ASSOCIATION OF INDUSTRIAL MEDICAL OFFicers, London School of Hygiene 
and Tropical Medicine, London W.C.1, England, Sept. 24-28, 1956. Dr, 
J. A. A. Mekelburg, Peek, Frean and Company, Ltd., Keetons Rd. 
Bermondsey, London, S.E.16, England, Honorable Secretary. 


BritisH MEDICAL ASSOCIATION, Brighton, England, July 9-13, 1956. Dr 
Angus Macrae, B. M. A. House, Tavistock Square, London, W.C.1, 
England. 

CANADIAN MEDICAL ASSOCIATION, Quebec, P. Q., Canada, June 10-14, 1956 
Dr. Arthur D. Kelly, 150 St. George St., Toronto 5, Ont., Canada, 
Secretary. 

CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THB 
Pus.ic, Rome, Italy, Apri 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1**, France, Secretary-General. 

CONGRESS OF FRENCH SOCIETY OF OPHTHALMOLOGY, Paris, France, May 
6-10, 1956. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SOCIETY, Miami Beach, 
Fla., U.S.A., April 9-12, 1956. For information write: Mrs. L. Mc- 
Mechan, 318 Hotel West Lake, Rocky River, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 

CONGRESS OF INTERNATIONAL SOCIETY OF HEMATOLOGY, Hotel Somerset, 
Boston, Mass., U.S.A., Aug. 27-Sept. 1, 1956. Dr. W. C. Moloney 
39 Bay State Road, Boston, Mass., U.S.A., Secretary. 

CONGRESS OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, New Delhi, 
India, Jan. 3-6, 1957. For information address: Secretariat, The Union, 
66 Boulevard Saint-Michel, Paris 6e, France. 

CONGRESS OF LATIN SocIETY OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 

EUROPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, Sept. 12-15, 1956. 
Prof. Umberto Serafini, Instituto de Patologia Medica, Viale Morgagni, 
Florence, Italy, Secretary-General. 

EUROPEAN CONGRESS OF CARDIOLOGY, Stockholm, Sweden, Sept. 10-14, 
1956. Dr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
eral Secretary. 

EUROPEAN SYMPOSIUM ON VITAMIN Biz, Hamburg, Germany, May 22-26, 
1956. For information write: Doz. Dr. H. Bauer, Nervenklinik, 
Hamburg-Eppendorf, Germany. 

HEALTH CONGRESS, ROYAL SOCIETY FOR THE PROMOTION OF HEALTH, Black- 
pool, England, April 24-27, 1956. Mr. P. Arthur Wells, 90 Buckingham 
Palace Road, London S.W. 1, England, Secretary. 

INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 4-10, 


1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 


INTERNATIONAL ACADEMY OF PaTHOLOGY, Cincinnati, Ohio, U. S. A. 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 

INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, S-?! 
10-15, 1956. For information address: International contre !’Alcooli: .¢ 
Case Gare 49, Lausanne, Switzerland. 
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SATIONAL CONGRESS ON ANIMAL REPRODUCTION, Arts School, Univer- 

‘ »f Cambridge, Cambridge, England, June 25-30, 1956. Dr. Joseph 
Ff. wards, Production Division, Milk Marketing Board, Thames Ditton, 
Surrey, England, Hon. Secretary. 

IN|/RNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL Sct- 

s, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N. 

fenton, National Research Council, Division of Anthropology and 
Psychology, 2101 Constituuon Avenue, Washington 25, D. C., U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF DuETETICS, Congress Palace, Esposizione 
Universale Roma, Rome, Italy, Sept. 10-14, 1956. Prof. E. Serianni, 
Associazione Dietetica, Italiana, via dei Penitenzieri N. 13, Rome, Italy, 
Secretary General. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Cologne, Germany, 
Aue. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St, 
Chicago 11, Illinois, U. S. A., Executive Director 

INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956. Mr. J. A. Downes, Science Service Bidg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 

INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorable Secretary. 


INTERNATIONAL CONGRESS OF HEALTH TECHNICIANS, Maison de la Mutualite, 
Paris, France, June 5-8, 1956. For information address: Mr. M. H 


[hoillier, 37 Rue de Monthlon, Paris 9e, France. 

INTERNATIONAL CONGRESS FOR THE History OP SCIENCE, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HUMAN GENETICS, Copenhagen, Denmark, 
Aug. 1-6, 1956. For information address: The University Institute for 
Human Genetics, Tagensvej 14, Copenhagen N, Denmark. 

INTERNATIONAL CONGRESS OF HybDalID Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mac- 
kenzie King, Athens, Greece, Secretary-General 

INTERNATIONAL CONGRESS ON INFECTIOUS PATHOLOGY, Lyon, France, May 
24-26, 1956. General Secretariat: Institut Pasteur de Lyon, 77 rue 
Pasteur, Lyon, France. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No. 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Illinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF MEDICAL RADIOPHOTOGRAPHY, Paris, France, 
April 4-7, 1956. For information address: Secretariat, 66 Boulevard 
Saint Michel, Paris 6e, France. 

INTERNATIONAL CONGRESS ON MEDICAL ReEcorDsS, Shoreham Hotel, Wash- 
ington, D. C.. U. S. A., Oct. 1-5, 1956. For information address: Miss 
Doris Gleason, Executive Director, American Association of Medical 
Record Librarians, 510 North Dearborn St., Chicago 10, Illinois, U. S. A, 

INTERNATIONAL CONGRESS OF NEO-HIPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF PAEDIATRICS. Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet. Copenhagen, Denmark, 
President 

INTERNATIONAL CONGRESS OF PuysIcaAL Mepicine, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 17, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS OF WortD CONFEDERATION FOR PHYSICAL 
THERAPY, Hotel Statler, New York, New York, U. S. A., June 17-23, 
1956. For information address: Miss Mildred Elson, American Physical 
herapy Association, 1790 Broadway, New York 19, New York, U.S.A. 

INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept. 6-12, 
1956. For information address: Secretary, International Genetics Sym- 
posium, Science Council of Japan, Ueno Park, Tokyo, Japan. 

INJERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Watet.oe, Brussels, 
Relgium 

INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, 
Madrid, Spain, Sept. 28-29, 1956. Dr. Jacques Courtois, 1 rue Racine, 

Germain-en-Laye (S and QO), France, Permanent International 

Secretary-General. 

INIT RNATIONAL SYMPOSIUM ON DIENCEFALON, Musec della Scienza e della 

cnica, Piazza S. Vittorre 21, Milan, Italy, May 3-5, 1956. Drs. S. 

rri and L. Martini, Instituto di Farmacologia, Universita di Milano, 

Andre del Sarto 21, Milan, Italy, Secretaries. 

In NATIONAL SYMPOSIUM ON VENEREAL DISEASES AND THE TREPONEMA- 
ES, Hotel Statler, Washington, D. C., U. S. A., May 28-June 1, 1956, 
information address: Dr. Charles A. Smith, Chief, Venereal Disease 
gram, Division of Special Health Services, Public Health Service, 

of Health, Education and Welfare, Washington 25, D. C., U.S. A. 

I » AMERICAN CHAPTER, INTERNATIONAL SOCIETY OF ANGIOLOGY, Havana, 

ba, Nov. 8-11, 1956. Dr. Armando Nufiez Nunez, 25 No. 510 

lado, Havana, Cuba, President. 

AL WOMEN’S INTERNATIONAL ASSOCIATION, EXTRAORDINARY GENERAL 

SEMBLY, Burgenstock, Nidwalden, Switzerland, Sept. 21-24, 1956. 

Janet Aitken, 30a Acacia Road, London N.W. 1, England, Secretary. 
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Mipp.e East Mepicat Assematy, Campus, American University of Beirut, 
Beirut, Lebanon, April 7-9, 1956. Dr. Virgil C. Scott, American Uni- 
versity of Beirut, Beirut, Lebanon, Chairman 

NaTIONAL CONGRESS OF PepDiaTRIcs, Cuidad Universitaria, Mexico D.F 
Mexico, May 1-5, 1986 Dr. Ignacio Avila Cisneros, Calzada de 
Madereros No. 240, Mexico 18, D.F., Mexico, Coordinator 

NorkTH QUEENSLAND MeEpicat CONFERENCE, Cairns, North Queensland, 
Australia, June 25-30, 1956 Dr. W. R. Horsfall, P.O Box 672, 
Cairns, N.Q., Australia, Secretary 

PAKISTAN MEDICAL CONFERENCT University of Peshawar, Peshawar 
Pakistan, Apr. 2-4, 1956. Dr. M. W. Alivi, 9, Braganza House, Napier 
St., Saddar, Karachi, Pakistan, Secretary General 

Pan AMERICAN CONGRESS ON CANCER CyTOLOGY, Miami, Fla... lt . -». 
April 2-6, 1957. Dr. J. Ernest Ayre, 1155 N.W. 14th St., Miami, Fla 
U. S. A., General Chairman 

PaN AMERICAN CONGRESS OF GeRONTOLOGY, Mexico, D. I Mexico 
Sept. 7-15, 1956. Dr. Manuel Payno, Avenue Cuahtemoc No, 10-3, 
Mexico 7, D. F., Mexico, Presidente 

Pan AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA 
GOLOGY, San Juan, Puerto Rico, April 8-12, 1986. Dr. C., E. Munoz 
MacCormick, Apartado 9111, Santurce 29, Puerto Rico, Secretary 
General 

PAN AMERICAN TUBERCULOSIS CONGRESS, Medellin and Bogota, Columbia, 
South America, Aug. 1-15, 1956. General Secretary, 26 de Marzo 1065, 
Montevideo, Uruguay 

Worip CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-24 
1956. Dr. Maxwell Roland, 114-20 Queens Boulevard, Forest Hills 75 
New York, N. Y., U. S. A., Chairman, Liaison Commitice 

WorLD FEDERATION FOR MENIAL HEALTH, Munich, Germany, Aug. 12-18 
1956. Secretariat, 19 Manchester Street, London W.1, England 

WorRLD MEDICAL ASSOCIATION, Havana, Cuba, Oct, 9-15, 1956. Dr. Louis 
H. Bauer, 345 East 46th St., New York 17, New York, U. S. A 
Secretary-General 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 

NATIONAL BoarD oF MeEpiIcaL EXAMINERS: Various Centers April 24-25 
(Part 11); June 19-20 (Parts I and 11); September 4-5 (Part 1). Candi- 
dates may file applications at any time but they must be received at 
least six weeks before the date of the examination for which application 
is made. New candidates should apply by formal registration; registered 
candidates may notify the board, indicating desired location, date and 
candidate number. Ex. Sec., Dr. John P. Hubbard, 133 South 36th St, 
Philadelphia 4. 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination Montgomery, June 19-21. Sec... Dr. D G_ Gill, 
State Office Bldg., Montgomery 

ARIZONA:* Examination. Phoenix, April 18. Reciprocity. Phoenix, April 21 
Exec. Sec., Mr. Robert Carpenter, 541 Security Bidg., Phoenix 

ARKANSAS:* Examination. Litthe Rock, Jume 14-15. Sec., Dr. Joe Verser 
Harrisburg. 

CoLtorapo:* Endorsement. Denver, April 10. Final date for filing applica- 
tion was March 12. Examination. Denver, June 12-13. Exec. Sec., Miss 
Beulah H. Hudgens, 831 Republic Bldg., Denver 2 

DELAWARE: Examination. Dover, July 10-12. Reciprocity. Dover, July 19. 
Sec., Dr. Joseph S. McDaniel, 229 S, State St., Dover. 

District oF CoLUMBIA:* Examination. Washington, May 14-15. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Washington 

Fioripa:* Examination. Miami Beach, June 24-26. Sec., Dr. Homer I 
Pearson, 901 N.W. 17th St., Miami 36. 

GeorGia: Examination and Reciprocity. Atlanta, June. Sec., Mr. Cecil 
L. Clifton, 111 State Capitol, Atlanta 3 

IpAHO: Examination, Reciprocity and Endorsement. Boise, July 9-11. 
Exec. Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise 

ILutnots: Examination and Reciprocity. Chicago, April 3-5, June 19-21 
and Oct. 9-11. Supt. of Regis., Mr. Frederic B. Selcke, Capitol Building 
Springfield. 

INDIANA: Examination. Indianapolis, June. Exec. Sec., Miss Ruth V 
Kirk, 538 K. of P. Bldg., Indianapolis. 

lowa:* Reciprocity. Des Moines, April 23. Examination. lowa City, June 
11-13. Exec. Sec., Mr. Ronald V. Saf, 310 Bankers Trust Bidg., Des 
Moines. 

KANSAS: Examination and Reciprocity. Kansas City, June 6-7. Sec., Dr 
Lyle F. Schmaus, 872 New Brotherhood Bldg Kansas City 

KENTUCKY: Examination. Louisville, June 4-6. Sec., Dr. Russell E. Teague, 
620 S. Third St., Louisville 2 

LoutstaNa: Homeopathic. Subject to call. Sec., Dr. F. H. Hardenstein, 
903 Pere Marquette Bldg., New Orleans 12 

MARYLAND: Examination. Baltimore, June 19-20. Sec., Dr. Lewis P. 
Gundry, 1211 Cathedral St., Baltimore 

MARYLAND: Homeopathic. Reciprocity. Havre de Grace, April 5. Exam- 
ination, Havre de Grace, June 25-27. Sec., Dr. Robert H. Reddick, 
R.D. 22, Cambridge. 

MASSACHUSETTS: Examination. Boston, July 10-13. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston 

MICHIGAN:* Examination. Ann Arbor and Detroit, June 13-15. Sec., Dr 
E. C. Swanson, 118 Stevens T. Mason Bidg., Lansing. 
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MINNESOTA:* Examination and Reciprocity. Minneapolis, June 12-14. Sec., 
Dr. F. H. Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

MississipP!; Examination. Jackson, June 25-26. Reciprocity. Jackson, June 
27. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, Jackson. 

Missouri: Examination. St. Louis, May 30-31 and June 4-5. Exec. Sec., 
Mr. John A. Hailey, State Capitol Bldg., Box 4, Jefferson City. 

MONTANA: Examination and Reciprocity. Helena, April 3. Sec., Dr. S. A. 
Cooney, 7 West 6th Ave., Helena. 

NEBRASKA:* Examination. Omaha, June 18-20. Director, Bureau of Exam- 
ining Boards, Mr. Husted K. Watson, 1009 State Capitol Bldg., Linco!n. 

NEvaDA: Examination and Reciprocity. Reno, April 3. Sec., Dr. G. H. 
Ross, 112 Curry St., Carson City. 

New Jersey: Examination. Trenton, June 19-22. Sec., Dr. Patrick H. 
Corrigan, 28 W. State St., Trenton. 

New Mexico:* Examination and Endorsement. Santa Fe, May 21-22. 
Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

NortH Caro.ina: Endorsement. Pinehurst, April 30. Examination. Raleigh, 
June 18-21. Sec., Dr. Joseph J. Combs, Professional Bldg., Raleigh. 

NortH Dakota: Examination, Grand Forks, July 11-13. Reciprocity and 
Endorsement. Grand Forks, July 14. Sec., Dr. C. J. Glaspel, Grafton. 

Ouro: Examination. Columbus, June 14-16. Endorsement. Columbus, 
April 3. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus. 

OKLAHOMA:* Examination. Oklahoma City, June 5-6. Sec., Dr. E. PF. 
Lester, 813 Braniff Bldg., Oklahoma City. 

OrEGON:* Reciprocity. Portland, Apr. 12-14. Examination. Portland, July. 
Ex. Sec., Mr. Howard I. Bobbitt, 609 Failing Bidg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 9-12. Act- 
ing Sec., Mrs. Margaret G. Steinert, Box 911, Harrisburg. 

RHODE IsLAND:* Endorsement. Providence, March 29. Examination. Provi- 
dence, April 5-6. Admin. of Prof. Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 

SoutH CaroLina: Reciprocity. Myrtle Beach, May 15. Examination. Co- 
lumbia, June 25-26. Sec., Mr. N. B. Heyward, 1329 Blanding St., 
Columbia. 

SoutH Daxkota:* Examination. Custer, July 17-19. Sec., Mr. John C, 
Foster, 300 First National Bank Bldg., Sioux Falls. 

TENNESSEE:* Examination. Memphis, March 28-29. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis. 

Texas:* Examination and Reciprocity. Fort Worth, June 18-20. Sec., 
Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

UtaH: Examination. Salt Lake City, July 11-13. Director, Mr. Frank E. 
Lees, 324 State Capito! Bldg., Salt Lake City 1. 

VIRGINIA: Reciprocity. Richmond, June 13. Examination. Richmond, June 
14-16. Address, Board of Medical Examiners, 631 First St., S.W., 
Roanoke. 

WASHINGTON:* Endorsement. Seattle, July 15. Examination. Seattle, July 
16-18. Sec., Mr. Edward C. Dohm, Olympia. 

WEST VIRGINIA: Examination. Charleston, July. Reciprocity. Charleston, 
April 23. Sec., Dr. N. H. Dyer, State Office Bldg. No. 3, Charleston. 

WISCONSIN:* Reciprocity, Madison, Spring; Reciprocity and Examination. 
Milwaukee, July 10-12. Sec., Dr. Thomas W. Tormey, Jr., 1140 State 
Office Bldg., Madison. 

WYOMING: Examination and Reciprocity. Cheyenne, June 4. Sec., Dr. 
Franklin D. Yoder, State Office Bidg., Cheyenne. 

ALASKA:* On application in Anchorage, Fairbanks, Juneau and other 
towns. Sec., Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Agana, Apr. 3. Sec., Dr. John E. Kennedy, Agana. 

Hawall: Examination. Honolulu, July 9-10. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

VIRGIN ISLANDS: Examination and Endorsement. Charlotte Amalie, June 
13-14. Sec., Dr. Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ARKANSAS: Examination. Little Rock, May 4-5. Sec., Mr. S. C. Dellinger, 
Zoology Department, University of Arkansas, Fayetteville. 

CoLoraDO: Examination and Reciprocity. Denver, May 2-3. Sec., Dr. 
Esther B. Starks, 1459 Ogden St., Denver 18. 

District OF COLUMBIA: Examination. Washington, April 23-24. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave. N.W., Wash- 
ington 6. 

FLoripa: Examination. Miami, June 9, Sec., Mr. M. W. Emmel, Box 340, 
Gainesville. 

Iowa: Examination and Reciprocity. Des Moines, April 10. Sec., Dr. Ben 
H. Peterson, Coe College, Cedar Rapids. 

MINNESOTA: Examination. Minneapolis, April 3-4. Sec., Dr. Raymond M. 
Bieter, 105 Millard Hall, University of Minnesota, Minneapolis 14. 
NEvaDA: Examination. Reno, April 3. Sec., Dr. Donald G. Cooney, Box 

9005, University Station, Reno. 

OKLAHOMA: Examination and Reciprocity. Oklahoma City, Mar. 30-31. 
Sec., Dr. E. F. Lester, 813 Braniff Bidg., Oklahoma City. 

OREGON: Examination. Portland, March 3; June 2, Sept. 8 and Dec. 1. 
Dr. Earl M. Pallett, Sec., State Board of Higher Education, Eugene. 

SoutH Dakota: Examination. Vermillion, June 8-9. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

Texas: Examination. Austin, Galveston and Houston, April 13-14. Sec., 
Bro. Raphael Wilson, 407 Perry-Brooks Bldg., Austin. 

WASHINGTON: Reciprocity. Seattle, July 10. Examination. Seattle, July 
11-12. Sec., Mr. Edward C. Dohm, Olympia. 

WISCONSIN: Examination. Madison, April 7 and Milwaukee, June 2. Final 
date for filing application is Mar. 30. Sec., Dr. W. H. Barber, 621 
Ransom St., Ripon. 

ALASKA: Examination and Reciprocity. Anchorage and Juneau, first week 
of February, April, June, August and November. Sec., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 





*Basic Science Certificate required. 


J.A.M.A., March 24, 1956 
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The following list of current medical articles in mass-circulg. 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa. 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 

Monday, March 26 
NBC-TV, 9 a. m. EST. “Medic” presents “Awake into 
Spring,” a teleplay on the subject of euthanasia. 

Sunday, April 1 
NBC-TV, 10:30 p. m. EST. “March of Medicine,” produced 
in cooperation with the American Medical Association, re- 
ports on problems of our aging population. The program is 
titled “The Lengthening Span.” 


Monday, April 2 


NBC-TV, 11 a. m.-noon EST. “Medical and Health News 
with Howard Whitman,” a segment of the “Home” program. 


MAGAZINES 


Family Weekly Magazine, March 11, 1956 
“Hypnotism: Magic or Medicine?” by Jack Ryan 
Dr. Sol DeLee, assistant clinical professor at the University 
of Illincis College of Medicine, says the increasing recog- 
nition of hypnotism among doctors will eventually “help 
dispel misunderstanding and apprehension among the 
laity” and add another valuable technique to medicine. 
Life, March 12, 1956 


“A Man-Made Lens Which Can Fit Inside the Human Eye” 
Surgeons at Philadelphia’s Wills Eye Hospital are using a 
new operation for cataracts “which was developed in Eng- 
land a few years ago.” In the operation, “the tough, trans- 
parent cornea is first sliced and pulled back, the opaque 
lens is removed and a plastic one slipped in its place.” 


Saturday Evening Post, March 17, 1956 


“New Way to Keep Food Fresh,” by Milton Silverman 
The use of antibiotics to preserve fresh foods from spoilage 
is “hailed as probably the biggest advance in food process- 
ing since the development of frozen foods 25 years ago, 
and possibly the biggest since the perfection of food can- 
ning.” 


Coronet, April, 1956 


“60-Minute Pregnancy Test,” by Norman M. Lobsenz 
The “dermal” or “Q” (for cutaneous) test is heralded as a 
“simple skin test for pregnancy.” Through a small plastic 
device, a tiny amount of colostrum is injected under the 
outer layer of skin on the forearm. The doctor determines 
pregnancy by the reaction of the substance on the patient's 
skin. 

“We're Licking Childhood Diseases,” by Selwyn James 
The author says “not enough advantage is being taken of 
what medical science has accomplished” in eliminating or 
controlling childhood diseases. He summarizes “what 
parents should know—and do—about the protective meas- 
ures medicine has developed” against smallpox, diphtheria, 
whooping cough, tetanus, measles, mumps, streptococcic 
infections, rheumatic fever, and poliomyelitis. 


Parents’ Magazine, April, 1956 


“Now Is the Time for Polio Shots,” by Ruth and Edward 
Brecher 


“Salk shots started right now will give your child protection 
through the hazardous summer season. This article brings 
you up to date on polio, outlines a plan for safeguarding 
all the susceptible members of your family.” 





Vol 


of 





56 


Vol, 160, No, 12 


1085 


DEATHS 


Baganz, Crawford Norbert ® Lyons, N. J.; born in Terre 
Haute, Ind., Feb. 6, 1905; Indiana University School of 
Medicine, Indianapolis, 1930; clinical professor of psychiatry 
at New York Medical College, Flower and Fifth Avenue 
Hospitals in New York City; formerly on the faculty of the 
University of Arkansas School of Medicine in Little Rock; 
specialist certified by the American Board of Psychiatry and 
Neurology, of which he was an associate examiner; secretary 
of the committee on certification of mental hospital administra- 
tors of the American Psychiatric Association and past-president 
of the New Jersey district branch; member of the Association 
for Research in Nervous and Mental Diseases; past-president 
of the New Jersey Neuropsychiatric Association; fellow of the 
American College of Physicians; served during World War II; 
formerly on the staffs of the Veterans Administration hospitals 
in Topeka, Kan., and North Little Rock, Ark.; manager of the 
Veterans Administration Hospital in Lyons; died Dec. 21, aged 
50, cf coronary thrombosis. 


Allen, Thomas Dyer @ Evanston, Ill.; born in Omaha April 18, 
1888; Rush Medical College, Chicago, 1915; emeritus clinical 
associate professor of ophthalmology (Rush), University of 
Illinois College of Medicine; specialist certified by the Ameri- 
can Board of Ophthalmology; past-president of the Chicago 
Ophthalmological Society; member and past-councilor of the 
American Academy of Ophthalmology and Otolaryngology; 
member of the American Ophthalmological Society, Chicago 
Pathological Society, Sigma Xi, and the Association for Re- 
search in Ophthalmology; fellow of the American College of 
Surgeons and the Institute of Medicine of Chicago; secretary- 
treasurer for North of Panama of the Pan American Associ- 
ation of Ophthalmology; served in France during World War I; 
formerly attending ophthalmologist at Cook County Hospital 
and at the Illinois Eye and Ear Infirmary in Chicago; associate 
ophthalmologist at the Presbyterian Hospital in Chicago; on 
the courtesy staff of Evanston Hospital, where he died Feb. 14, 
aged 67, of cerebral vascular accident and cardiovascular 
disease. 

Aldwin, Francis Joseph ® Colonel, M. C., U. S. A. F., retired, 
Meriden, Conn.; Yale University School of Medicine, New 
Haven, 1932; interned at the Massachusetts General Hospital 
in Boston; in 1941 entered military service as a first lieutenant 
in the medical corps, assigned to the 192nd Field Artillery; 
served during World War II; his last assignment was at Gunter 
Air Force Base, Montgomery, Ala.; retired in 1955; died in 
the Veterans Administration Hospital, West Haven, Oct. 8, 
aged 49, of glioma. 


Allen, Alfred George, Harper, Wash.; Queen’s University 
Faculty of Medicine, Kingston, Ontario, Canada, 1887; fellow 
of the American College of Surgeons; died Jan. 26, aged 89. 


Anderson, William A. ® Glencoe, Ala.; Memphis (Tenn.) 
Hospital Medical College, 1906; died Oct. 18, aged 76, of 
arteriosclerotic heart disease. 


Ardolino, Carmine Domenico © Long Island City, N. Y.; 
Université de Paris Faculté de Médecine, France, 1930; died 
in Plattekill Nov. 24, aged 50, of coronary thrombosis. 


Becker, Carl Marker © Madison, Wis.; State University of 
lowa College of Medicine, Iowa City, 1933; served during 
World War II; on the staff of the Veterans Administration 
Hospital, where he died Dec. 20, aged 48, of myocardial 
infarction. 


Bell, Loyd Lester ® Portuguése Bend, Calif.; Loyola University 
hool of Medicine, Chicago, 1927; served during World War 1; 
sociated with the Veterans Administration; died in the Veter- 
oe Hospital in Long Beach, Calif., Dec. 15, 
zed 56. 





# Indicates Member of the American Medical Association. 


Bradley, William Austin, Harrison, Ark.: Emory University 
School of Medicine, Atlanta, 1895; past-president of the Boone 
County Medical Society; died Nov. 23, aged 84, of diabetes 
mellitus. 


Brewer, Lewis Rawlings ® Oak Park, IIl.; University of Hlinois 
College of Medicine, Chicago, 1926; member of the American 
Academy of General Practice; served during World War Hl; 
on the staff of the Oak Park Hospital, where he died Feb. 26, 
aged 54, of carcinoma of the left lung with metastasis to the 
liver. 

Callihan, Grover Darwin, Prestonsburg, Ky.; Eclectic Medical 
Institute, Cincinnati, 1904; on the staff of the Prestonsburg 
General Hospital, where he died Oct. 23, aged 75, of cerebral 
hemorrhage. 

Cammack, Kossuth Rothchild ® Grove Hill, Ala.; University 
of Alabama School of Medicine, University, 1913; served 
during World War I; died in the Mobile (Ala.) Infirmary 
Jan. 15, aged 67, of carcinoma of the liver with metastases 


Collins, Martin Slaughter * Springfield, Ohio, Baltimore Medi- 
cal College, 1908; died in West Palm Beach, Fla., Jan. 18, 
aged 75, of acute coronary occlusion. 


Harral, Walter E., St. Louis; Barnes Medical College, St. Louis, 
1903; died Jan. 4, aged 78, of cerebral thrombosis. 

Hill, Edgar Ward, Sr., Marietta, Ohio; Starling Medical College, 
Columbus, 1887; served on the staff of the Marietta Memorial 
Hospital, where he died Jan. 7, aged 94, of bronchopneumonia 


Kaufman, Albert Ross ® New Kensington, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1923; fellow of 
the American College of Surgeons; on the staff of the Citizens 
General Hospital, where he died Dec. 10, aged 60, of cardio- 
renal disease. 

Pridmore, George William, Vandalia, Ill.; Beaumont Hospital 
Medical College, St. Louis, 1896; died Nov. 22, 1954, aged 84. 


Reusch, George F., Lurgan, Pa.; University of Buffalo School 
of Medicine, 1908; served on the staff of the Chambersburg 
Hospital; died Nov. 14, aged 76, of coronary occlusion. 


Richeson, Carrie A., Huntsville, Ohio; National Normal Univer- 
sity College of Medicine, Lebanon, 1892; died Dec. 17, aged 
88, of arteriosclerotic heart disease. 

Rissinger, Arthur Joe ® Mason City, Ill.; University of Illinois 
College of Medicine, Chicago, 1925; fellow of the American 
College of Surgeons; past-president of the board of health of 
Lake Forest and health officer of Lake Bluff; served with the 
Veterans Administration in La Crosse, Wis.; died in Chicago 
Oct. 17, aged 59, of cerebral hemorrhage. 


Rogers, Fred Drake, Minneapolis; University of Minnesota 
College of Homeopathic Medicine and Surgery, Minneapolis, 
1902; died in St. Paul Dec. 15, aged 85, of Parkinson's disease, 
progressive bulbar palsy, and terminal aspiration pneumonia. 


Shallcross, Joseph Watton, Philavelphia: Hahnemann Medical 
College and Hospital of Philadelphia, 1921; on the staff of the 
Hahnemann Hospital, where he died Jan. 18, aged 58, of 
coronary thrombesis. 


Waters, James M. ® Walland, Tenn.; University of Tennessee 
Medical Department, Nashville, 1889; died Dec. 26, aged 86. 


Wicks, Orlando Curtis ® Gary, Ind.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1902: died 
Dec. 24, aged 85. 

Wurmfeld, Armin ® New York City; Medizinische Fakultiit der 
Universitat, Vienna, Austria, 1903: died Feb. 
a heart attack. 


2, aged 76, of 


Yoder, Anna Beatrice Blattenberg, Smithville, Ohio: University 
of Wooster Medical Department, Cleveland, 1906: died in the 
Community Hospital, Wooster, Jan. 30, aged 80, of acute 
coronary occlusion. 
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Radioactive Isotopes in Medicine.—At the second International 
Symposium on Radioactive Isotopes in Medicine in January in 
Bad Gastein, B. C. Christensen of Copenhagen, Denmark, 
reported that, in 10 normal persons and in 10 patients with 
chronic lymphocytic leukemia or Hodgkin's disease, a phosphate 
equilibrium was established, after which sodium radiophosphate 
(P**) at a pH of 7.2 was given intravenously in a dose of 0.5 xc 
per kilogram of body weight. The excretion of radiophosphate 
through the kidneys was measured for two weeks. The controls 
excreted significantly larger amounts than the patients. The 
specific activity of inorganic phosphate in plasma and urine was 
followed for two weeks in all subjects. The drop in specific 
activity was much steeper in the patients than in the controls. 
After treatment by cytostatic agents the variations in the 
patients approached that in normal persons. 

K. Fellinger and his co-workers of Vienna stated that the 
colloidal iron saccharates are extensively used for the intra- 
venous treatment of iron deficiency anemia. They gave small 
amounts of labeled iron saccharate to normal subjects and to 
patients with various forms of anemia, and its distribution in 
the body was followed by in vivo and in vitro measurements. 
Immediately after intravenous injection, the colloid was rapidly 
removed from the circulation and taken up by the liver and 
spleen, where it was presumably stored by the reticuloendothelial 
system. It was concluded that the colloid was broken down in 
the phagocytes, since part of the dose reappeared in the plasma 
within about an hour. From the plasma it was distributed be- 
tween the bone marrow and the iron stores of the body, including 
the liver. Once the iron was distributed, it was handled much 
in the same manner as injected ionized iron. In normal subjects, 
80 to 100% of the administered dose was found in the red 
blood cells within two or three weeks, whereas in iron de- 
ficiency anemia the red blood cells took up all the iron injected 
within eighi days. In a patient with acquired hemolytic anemia, 
specific activity in the red blood cells was constant from the 
10th day onward, but only about 40% of the dose appeared 
in the red blood cells. 

J. Govaerts of Liége, Belgium, said that the use of radioactive 
isotopes of phosphorus and calcium for the study of urinary 
excretion of the phosphorus and calcium ions have shown that, 
whereas the injected (exogenous) phosphorus ion is more readily 
excreted by the kidney than the endogenous phosphorus ion, 
there is no such difference in the handling of endogenous and 
exogenous calcium ions. The results obtained indicate that the 
exogenous phosphorus ion does not immediately come into 
equilibrium with the endogenous phosphorus ion. Furthermore, 
a large fraction of the endogenous phosphorus ion in the plasma 
is not in the same physicochemical state as the mineral phosphate 
ion injected in a pure form. These two forms of phosphorus 
(exogenous and endogenous) do not mix immediately in the 
plasma, whereas an equilibrium of calcium ions is rapidly estab- 
lished. This result is significant not only for the definition of the 
physicochemical state of plasma phosphates but also in view 
of the frequent use of P** as a label of the phosphorus ion. In 
fact, the labeled phosphorus ion is injected into the circulation 
so that it may be followed by means of measurements of radio- 
activity in the red blood cells, in the tissues, and in the organs. 
Conclusions drawn from such results will be erroneous if the 
phosphorus ion does not behave in the same manner as the 
phosphorus ion already present in the plasma at the time of 
injection. 

H. Hartl of Gottingen, Germany, reported that he adminis- 
tered radiogold (Au'*s) intraperitoneally to 26 women with 
carcinoma of the ovary. A reduction of ascitic fluid could not 
be achieved in all patients. In 13 women Au!°5 was injected 
into inguinal metastases from carcinoma of the vulva and of 
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the urethra. The previous method of using AuCl;.HCl has been 
abandoned, and Au?®8 is now used. With a dose of 20 to 30 me. 
per milliliter of tumor tissue, disappearance of tumors can be 
achieved. The clinical course was characterized by heavy erosive 
reaction and local necrosis, frequently with perforation. Though 
favorable local results may be obtained, 10 women died from 
other metastases. 

N. Lang of Marburg, Germany, reported a method for 
demonstrating reactions between proteins. Of two proteins, stich 
as an antigen and an antibody, one is labeled. The one that 
moves more slowly in the electric field is pipetted on the filter- 
paper strip in front of the one that moves faster. Thus, the 
latter protein overtakes the first. If the two proteins react, a 
second maximum of radioactivity with a different speed will 
appear in addition to that of the labeled protein. If, for instance, 
the antihuman albumin-globulin of a rabbit is overtaken by a 
radioiodinated (11%!) serum albumin (human), a second maxi- 
mum can be demonstrated in the region of alpha globulins; the 
antigen-antibody complex moves in case of an excess of either 
antigen or antibody in this region. These things may occur: 
1. The antigen or antibody properties of a sample can be assayed 
with minimal amounts of protein or serum. 2. With simple 
proteins like albumin and globulin, it is possible to state how 
many molecules of an antigen react with how many molecules 
of an antibody, if antigen and antibody are labeled in turn. 
3. Quantitative measurement of reaction is possible not only 
with precipitating or agglutinating antibodies but also with 
antigen-antibody complexes that remain in solution. A two- 
dimensional overtaking electrophoresis may also occur. The 
serum, the antibodies of which are to be studied, is separated 
electrophoretically in one direction; then, by turning the electric 
field through 90 degrees, a barrier of the antigen is overtaken 
by the separate fractions. 

A. C. Papaloucas of Athens, Greece, reported that he injected 
1 ml. of sodium chloride solution containing 10 to 15 uc of 
radiosodium into one of the veins of the dorsum of the feet of 
220 women. The arrival of the isotope in the inguinal region 
was measured, and the rate of blood flow was calculated. The 
average normal value was 3.9 cm. per second. It was found 
that the rate of blood flow: (1) progressively decreases during 
pregnancy and up to the second stage of labor; (2) increases 
during the third stage; (3) increases temporarily to an average 
of 3.1 cm. per second 12 hours after labor; and (4) decreases 
again 24 hours after labor and then rises progressively until the 
fourth day, when it returns to almost normal. It was further 
found that accelerated painless labor appears to have a favorable 
influence on the rate of blood flow during the first stage of labor 
and, consequently, on the fetus. 

T. Riechert and F. Mundinger of Freiburg, Germany, stated 
that, in patients whose cerebral tumors are to be irradiated with 
radioactive isotopes, the remnants of the tumor are marked with 
clips during operation. Immediately after wound healing, ir- 
radiation is carried out, depending on the size and form of the 
tumor, by (1) introducing one or more radioactive cobalt (Co®°) 
wires, which are brought into place with a special apparatus 
developed for this purpose (the accuracy of the position achieved 
is +0.5 mm.; this method can also be used to treat deep-seated 
and intraventricular tumors with Co®? or Au!®*); (2) infiltration 
of Au'*S adsorbed onto graphite for widespread and more 
shallow tumors (compared with Au!°s, this gold-graphite 
preparation has the advantage of no reflux or migration into 
other organs of the body; in some cases irradiation is first carried 
out with Co**, and in a second session the edges of the tumor 
are infiltrated with Au®*; in all patients localized treatment is 
followed by deep x-ray therapy before the tissues have re- 
covered); and (3) stereotactic injection of Perspex capsules 
filled with P** or of Au'®* seeds for smaller hypophysial tumors 
(a special cannula is used to place Au'!®* wires of 0.4 mm. i 
diameter and 2 cm. in length stereotactically into hypophysi«'! 
tumors of larger size; the same principle is used for tempora! 
irradiation with tantalum wires). 
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H. Schlungbaum and H. Billion of Berlin, Germany, said that 
-Abrodil is one of the substances that is actively secreted 
the renal tubules as well as by glomerular filtration. There- 

». it can be used with advantage for measuring the excretory 

netion of the kidney and for estimating effective renal plasma 

ww. After a single injection of radioactive Per-Abrodil it was 
nd that about 90% of the dose is excreted within three hours 
Continuous examination of plasma and urine give an idea of the 
changes of concentration with time and of the volume of dis- 
tribution, which, after injection of 400 mg. of Per-Abrodil, was 
found to be 5.5:1 and after 2.25 gm., 2.3:1. The single injection 
nethod cannot be used to determine clearance values, due to 
the rapidly falling plasma concentrations; particularly, the 
lifferences between the concentrations in arterial and venous 
blood lead to erroneous results. Therefore, experiments with 
continuous infusions, which kept the plasma concentration nearly 
constant, were performed. The method is similar to that used for 
»-aminohippurate clearance, but the procedure of sample proc- 
essing is much easier, the time of measurements being reduced 
from four to five hours to about one hour. In addition, the 
results appear to be more accurate, since the colorimetric de- 
termination of p-aminohippurate may be subject to great error. 
The results agreed closely with those of simultaneous p-amino- 
hippurate clearances and with results of iodopyracet clearances 
reported, 

N. Veall and W. E. Gemmell of London, England, stated that 
the measurement of the local clearance of radiosodium can, 
with suitable precautions, be carried out with a high degree of 
accuracy under a wide variety of conditions. The apparatus used 
can be of varying degrees of complexity, ranging from simple 
equipment for use at the bedside to completely automatic 
logarithmic-recording ratemeters. The test has already yielded 
valuable data in studies of the circulation in skin grafts and in 
work on the uteroplacental circulation in relation to toxemias 
of pregnancy. The intelligent application of this method to other 
clinical problems and studies of the peripheral circulation gen- 
erally necessitates better understanding of the factors influencing 
sodium clearance. A technique has been developed involving 
the use of repeated injections at the same site so that slight 
changes in the clearance rate, caused by the addition of various 
substances, can be detected with a high degree of sensitivity. 
Experiments with histamine indicate that the area of capillary 
endothelium available for transfer does not affect the sodium 
clearance. Results with hyaluronidase indicate that the sodium 
clearance is also unaffected by the rate of convection through 
tissue extracellular fluid. These experiments, in addition to the 
data of other workers, support the conclusion that the sodium 
clearance rate is a quantitative index of the tissue capillary blood 
flow in terms of the extracellular fluid content of that particular 
tissue. Results obtained with serum albumin (human) were not 
entirely in accord with those of Hyman and others (Am. J. 
Physiol. 168:674, 1952). As an example of the use of the sodium 
clearance technique in physiological studies, experiments to 
demonstrate the presence of cholinergic fibers in normal blood 
vessels in man can be quoted. The technique would seem to 
have extensive possibilities for the bioassay of vasoactive sub- 
stances; e. g., it has been found possible to detect histamine in 
quantities of the order of 10°!" gm. 


CANADA 


Hospital and Medical Care Plans.—Two monographs have re- 
cently come from the research division of the Department of 
National Health and Welfare. One, “Selected Public Hospital 
and Medical Plans in Canada,” analyzes the present state of 
compulsory and government-sponsored health insurance, and 
the other, “Voluntary Medical and Hospital Insurance in 
Canada,” does the same for nonprofit physician-sponsored pre- 
puld care programs and for commercial health insurance 
coverage. 

As of 1953, 2,800,000 Canadians, or 19% of the population, 
had some compulsory hospital or medical care insurance cover- 
ve under provincial schemes. Hospital programs were much 
ore widespread than those for extramural medical care. British 

lumbia, Alberta, Saskatchewan, and ‘Newfoundland have in- 
‘oduced compulsory hospital insurance programs for their 
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residents. In British Columbia and Saskatchewan all residents 
are covered; in Alberta most of the population is included in 
the municipal hospital plan except for a small percentage in a 
few outlying areas; in Newfoundland, which, incidentally, had 
the first government-sponsored prepaid medical and hospital care 
plan in North America (introduced in 1934), the situation 1s 
the reverse of that in Alberta, for the large centers of population 
are excluded from the plan. In British Columbia, the program 
is financed from general provincial revenue, and the patient 
simply pays a dollar a day for standard ward care. The hospitals 
are, however, owned and operated locally. In Alberta, the 
financing is shared about equally by province, municipality, and 
patient. Saskatchewan has a complete standard ward hospital 
scheme, financed about equall: from general revenue and annual 
personal premiums ranging from $15 for single persons to $40 
for a family. The Newfoundland cottage hospital scheme com- 
bines hospitalization with outpatient medical care in isolated 
areas. The plan is based on 18 small cottage hospitals and 7 
nursing stations supervised by medical officers who usually pro- 
vide hospital and public health services as well as domiciliary 
medical care in the immediate neighborhood and emergency 
care in a wider area. The service affects 40% of the population 
and is financed from provincial revenue plus annual subscrip- 
tions from local residents. The subscription varies with the wealth 
of the locality from $7.50 to $18 for a single person. Physicians 
are paid mainly by stipend plus a proportion of subscribers’ fees 

Where it has been possible to analyze the situation in these 
four schemes, the picture has been one of increased cost and 
increased utilization as time goes on. Two factors may be in- 
volved in increased utilization: availability of beds and mode 
of payment. In Alberta, where the use of beds has remained 
fairly stable, the utilization rate rose from 174 to 196 in 1954; 
length of stay in the hospital remained unchanged, however 
These programs do not cover indigent patients, who are a charge 
of public assistance funds. They are designed for the population 
in general and applied without a means test. Some special 
groups, such as Eskimos, Indians, mariners, veterans, psychotics, 
and the tuberculous, are also cared for by other programs 

Public medical care plans are much less inclusive. The first 
monograph analyzes: (1) the Newfoundland plan referred to 
above; (2) the municipal physician plans in Manitoba and 
Saskatchewan, in which certain municipalities have contracted 
with physicians to provide their residents with medical care, 
financing the scheme by property and/or personal taxes; and 
(3) the program in Health Region No. 1, Saskatchewan, often 
referred to as the “Swift Current” plan. In this, a complete 
range of medical care services in home, office, and hospital; 
surgical and obstetric service; and a children’s preventive 
dentistry plan are provided on payment of a compulsory per- 
sonal tax now amounting to $18 a year for single persons and 
$44 for families, plus a property tax of 2 million dollars. The 
Swift Current program has been running since 1946 and has 
attracted much attention. It covers roughly 50,000 persons and 
excludes virtually nothing but optometry and drugs used outside 
of the hospital. Payment is based on fee for service, with pro- 
rating according to the amount in the central pool. As in other 
such programs, the utilization rate went steadily up until, in 
January, 1953, the first of a series of deterrent charges was 
introduced. Allowing the physician to make a charge of $1.50 
to $2 for home calls cut this call rate from 398 to 158. Follow- 
ing this success, a further deterrent charge of $1 was applied 
for office calls. This reversed the trend toward increase and cut 
the rate by an estimated 26°. 

In 1954 the deterrent ceilings were raised, though a physician 
is not obliged to make such charges. Nevertheless, if he does 
not, the amounts are automatically deducted from the accounts 
he renders to the plan. In 1954, also, physicians were guaranteed 
minimum payments of 80% of their fees. In other words, the 
total sum in the pool was raised to a figure somewhat more 
realistic, for in 1951 it had permitted only a 64.3% payment; 
thus, in 1951 physicians received only two-thirds of the agreed 
schedule of fees, whereas now the figure fluctuates between 80 
and 90%, the fixed minimum. 

It might have been assumed that residents in the other health 
regions into which Saskatchewan is divided for administrative 
reasons would be glad to enjoy the privilege of sharing in a 
medical care plan similar to the Swift Current one, but recent 
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events have completely exploded this idea. A plebiscite was held 
in November in the Regina rural and Assiniboia-Gravelbourg 
health regions on a compulsory medical care plan to be financed 
by either a personal tax ($24 for an adult and $47 for a family 
of two in the Regina rural area) or a combination of personal 
and land taxes. The provincial medical association campaigned 
against these proposals, and at the polls the voters rejected them 
in both areas by a margin of six to one in Assiniboia-Gravel- 
bourg and three to one in the Regina rural region. This sur- 
prising result might be interpreted in several ways. First, the 
current uncertainty about the wheat market, of vital importance 
to rural Saskatchewan, may have been a factor. Second, rural 
people in general are suspicious of schemes that may lead to 
regimentation. Third, it may be that awareness is beginning to 
dawn of the fundamental truth that no governmental service is 
free but that they all have to be paid for by the taxpayer. In- 
stead of costing a paltry 5 million dollars as promised initially, 
the hospitalization plan imposes on the people a financial burden 
of about 18 million dollars, more than half of the entire costs 
of provincial government. Last, the efforts of the medical 
profession in helping to establish prepaid schemes must have 
also contributed. In the Regina rural region, it is estimated that 
more than half the people already were covered by some form 
of prepaid medical protection. One factor in the adverse vote 
in this region was probably the conviction that prepaid medical 
services could be provided satisfactorily and more economically 
in those ways without the erection of a costly regional structure. 

The monograph “Voluntary Medical and Hospital Insurance 
in Canada” discusses both nonprofit and commercial plans for 
prepaid medical care and hospital insurance, analyzing them on 
a provincial basis across Canada. It is estimated that, at the 
end of 1953, about 4.6 million persons, 30% of the total popu- 
lation, had voluntarily purchased insurance for some type of 
medical care benefits (physicians’ services), while 40% had some 
voluntary coverage for hospitalization. This represents great 
progress in the preceding five years, and the trend still continues. 
There are 17 major nonprofit health insurance plans in Canada, 
of which 9 are sponsored directly by regional medical associ- 
ations and 2 by hospital associations. Two of the plans are of 
the consumer cooperative type, and the remainder are plans of 
private corporations with medical, hospital, and lay representa- 
tives on their governing boards. In addition, at least 60 private 
insurance companies offer either “indemnification” (payment of 
a fixed sum of money regardless of the patient’s costs) or more 
commonly “reimbursement” (designed to reimburse the patient 
within certain limits for his charges). Nonprofit plans are fairly 
evenly divided in terms of numbers of subscribers between 
“service” plans, paying costs of medical care directly to the phy- 
sician, and “indemnification” plans, reimbursing their members 
for fees paid. Most of the persons covered are enrolled in group 
contracts. As with compulsory insurance, the tendency is for 
utilization rates to rise and therefore for insurance rates to rise. 

Two special problems face the nonprofit plans. One is the 
problem of extension of coverage to a larger proportion of the 
population. This is to some extent associated with employer 
participation in premiums, an important feature of financing 
medical care insurance in Canada. As of 1954, 62% of workers 
in the plans were having half or more of their premiums paid 
for them by their employers. The other is the problem of con- 
tinuity of coverage when members move from one province to 
another. This has been dealt with by the creation by the 
Canadian Medical Association of Trans-Canada Medical Plans, 
a body acting as a coordinator of activities of nonprofit plans 
and a clearinghouse for information. Trans-Canada Medical 
Plans has negotiated an interplan transfer agreement and also 
a standard surgical, obstetric, and inhospital medical care con- 
tract for national employers, who may enroll their employees in 
any province for the same benefits. 


Morbidity in Ontario Hospitals.—The dearth of health statistics 
on morbidity in general hospitals, as opposed to mortality 
statistics, prompted the Ontario government to study the in- 
cidences of various diseases in the hospitals of the province in 
1951, the last year for which statistics were available. In view 
of the Ontario government’s interest in introducing hospital 
insurance and the sharp rise in hospital charges, a study of the 
conditions on which the money is being spent is logical. In his 
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introduction to the study, Mackinnon Phillips, Minister of 
Health for Ontario, says, “If we cannot find a way to combat 
present-day sickness costs, other than direct financial contribu- 
tion by the government, which means the taxpayers as a whole. 
I am afraid we are going to hand on to future generations the 
most costly heritage in history.” In point of fact, about 40% 
of the patients in this study paid their own bills, while just over 
31% were in the nonprofit Blue Cross scheme. Only 6% were 
indigent. Apart from a general itemizing, according to diagnosis, 
of figures for number of admissions and length of stay in the 
hospital, there is a detailed study of three common causes of 
hospitalization—neoplasms, mental illness, and heart disease, 
About 13,000 of 645,000 hospitalized patients had a malignant 
neoplasm. The commonest site was the breast and the next 
commonest the large intestine, excluding the rectum. The large 
numbers of neoplasms of breast and uterus led to a preponder- 
ance of cancers in women. Men outnumbered women in fre- 
quency of cancer of the esophagus, stomach, mouth, pharynx, 
larynx, and lung. There were 75,000 admissions for mental ill- 
ness (excluding admissions to mental hospitals), the two largest 
groups being patients with unspecified psychoneuroses and 
anxiety reactions. Over 1,000 persons were admitted for al- 
coholism. Heart disease was responsible for 16,000 admissions. 
Among the rarer diseases were cases of leprosy, louse-borne 
typhus, dengue, yellow fever, beriberi, and pellagra. This analysis 
should be of value in assigning priorities for studies on the pos- 
sibility of reducing the incidence of the more costly causes of 
hospitalization. 


Mental Health Statistics—In spite of a substantial increase in 
the number of beds provided in mental hospitals and psychiatric 
wards in 1954, there was still significant overcrowding. The 
statistics issued for 1954 by the Dominion Bureau of Statistics 
show that at the end of the year over 62,000 mentally ill persons 
were being accommodated in wards with a combined capacity 
of only 54,346 beds. The rate for residence in mental hospitals 
reached an all-time high of 410.9 per 100,000 population. The 
admission rate (first admissions plus readmissions) of 193.5 per 
100,000 was also the highest on record, more than twice that 
for 1932. It is encouraging, however, that the discharge rate 
was also higher (more than twice that for 1932) and that most 
of the discharged patients had had only a short stay in the 
hospital. Although many patients were thus given short-term 
therapy, a large proportion of those discharged did not fall into 
the categories “recovered” or “much improved” and needed 
follow-up and aftercare. The question is sometimes raised 
whether immigrants contribute unduly to the high rates for 
mental illness, but there is no evidence that they do. Epilepsy 
moved from 18th place in diagnosis in 1951 to 12th place in 
1954. The first three commonest diagnoses were schizophrenia, 
senile psychoses, and mental deficiency. The statisticians in 
commenting on the ever-falling death rates in Canadian mental 
hospitals remark that mental illness per se is not a fatal disease. 
A high proportion of hospital deaths are of older persons with 
senile psychoses, and the median age of patients at death was 
71.6 years, or 3.9 years greater than that for the general popu- 
lation. There is an increasing trend in the opening of psychiatric 
wards in general hospitals and increased activity in mental 
health clinics, of which 77 reporied their work in 1954, a 40% 
increase over 1953. 


Methanol Poisoning.—During the evening and night of Jan. 
21-22, 1956, a party of bored sailors anchored off Halifax, Nova 
Scotia, embarked on a formidable jag in which they laced 
their inadequate supply of alcohol with 3 gal. of duplicating 
fluid containing a high concentration of methanol. Within seven 
hours, 47 patients were hospitalized with symptoms of acute 
methanol poisoning and 2 more patients were admitted after 14 
and 38 hours respectively. Tonning and his co-workers in the 
Canadian Medical Association Journal (74:20, 1956) state that 
the patients were grouped as having mild (26), moderate (13), 
and severe (10) acidosis, 8 later showing signs of periphera! 
vascular failure. Treatment eonsisted of complete bed rest. 
complete exclusion of light for seven days followed by the use 
of dark glasses, 50,000 units of vitamin A given intramuscular!) 
daily for three days, a modified Sippy diet, penicillin, anc 
frequent changing of position in bed. Acidosis was combated by 
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e 6 to 8 gm. of sodium bicarbonate by mouth or intra- 
usly in a 7.5% solution in a period of 24 hours. Sodium 
lactate solution was also used. Early peripheral vascular failure 
was treated by infusion of plasma expanders. Nine patients got 
worse, and their carbon dioxide combining power fell. They 
were successfully treated by infusion of 5% alcohol solution, 
viven on the hypothesis that alcohol dehydrogenase would 
metabolize alcohol in preference to methanol and thus slow up 
methanol oxidation. Gastric lavage was not used, and the authors 
doubt whether frequent drainage of the spinal fluid is advisable. 
They stress the need for pericdically estimating serum potassium 
levels. All patients recovered, and none had any demonstrable 
eve lesion five months later. 


FRANCE 


Hypoglycemic and Antidiabetic Sulfonamides.—In 1942 Janbon 
observed that a lowering of blood sugar levels occurred in 
patients with typhoid who were given RP 2254 (N’-|5-isopropyl- 
|,3,4-thiadiazol-2-yl|sulfanilamide). Between the years 1942 and 
1955, Loubatiéres of the University of Montpellier studied 
this substance. He showed that it exerts its hypoglycemic effect 
by acting on the islands of Langerhans. Later he discovered 
its antidiabetic effect in alloxan-induced diabetes of rabbits and 
proposed its therapeutic use in man. He also described the chemi- 
cal structures responsible for the hypoglycemic effect. More re- 
cently he has confirmed Von Holt’s histological findings. Louba- 
tieres can give histological proof of the intrapancreatic mecha- 
nism of attenuation and cure of diabetes mellitus by RP 2254. 
The drug acts in man in the way that experimental studies had 
indicated, but different diabetic patients have different thresholds 
of sensitivity to the drug. The author has described his work 
in Médecine et Hygiéne (13:495, 1955) and in Presse médicale 
(63:1701, 1955). The antidiabetic effect of these sulfonamides is 
due not only to their freeing insulin from the beta cells but also 
to their inhibition of the alpha cells, or inactivation of glucagon. 


Bronchography in Patients with Chronic Pulmonary Tubercu- 
losis—At a meeting of the Medical Society of the Hospitals of 
Bordeaux in September, Piéchaud and his co-workers reported 
on a series of 100 tuberculous patients examined broncho- 
graphically by means of Lipiodol combined with sulfanilamide. 
Ihe incidence of bronchial changes was 95%. Opacification of 
cavities is not constant without elective catheterization, which 
permits visualization of the draining bronchi. Bronchiectasis, 
which occurred in 60% of cases, may be confined to the drain- 
ing bronchus or its vicinity but may appear at some distance in 
a segment that was not initially affected. Discrete stenosis and 
bronchitis and, more rarely, spasm were observed in some pa- 
tients. The method of examination is of value in establishing 
indications for different therapies. 


UNITED KINGDOM 


Treatment of Peptic Ulcer.—The value of special diets in the 
treatment of peptic ulcer has never been demonstrated by a con- 
trolled series of observations. Such diets are still traditionally 
used because they are “bland” and are not thought to stimulate 
gastric secretion or to irritate the ulcer. Doll, Friedlander, and 
Pygott have made a comparison between the rate of healing of 
gastric ulcers in 32 patients treated in the hospital with a standard 
ulcer diet and 32 treated with a normal ward diet (Lancet 1:5, 
1956). The results showed a slight but statistically insignificant 
advantage to the patients given the normal diet. Complete heal- 
ing, as judged radiologically and clinically, occurred in 10 of 
those on the normal diet, compared with 5 of those on the 
special diet. The patients on the normal diet also gained more 
Weight than the others, 5% Ib. (2.5 kg.) compared with 2 Ib. 
!4 oz. (1.3 kg.), but, on the oher hand, they complained of pain 
more often than those given the bland diet. Pain was com- 
p--ined of after eating such articles of food as sardines, kippers, 
and apples; but, as confidence in the normal diet increased, dis- 

ifort tended to disappear. Possibly the minor symptoms of 
P.cents on the normal diet were of psychological origin. In- 
Pitents with ulcers receiving feedings every two hours and 
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standard ulcer diets were also compared with those given normal 
diets and snacks between meals. Neither regimen had any effect 
on the time taken for the ulcers to heal. Outpatients were ad 
vised either to continue for a year on the standard ulcer diet, 
with which they had previously been treated, or to revert to a 
wholly normal diet. At the end of a year the proportion who 
had remained free of pain or in whom the ulcer was healed, 
judged radiologically, was practically the same in the two groups 
(freedom from pain in 22 and 21° respectively and healing 
in 45 and 51% respectively). The authors recognize that it ts 
impossible to be sure that outpatients adhere to the diet pre- 
scribed. 


Leptospirosis.—It is difficult to assess reliably the value of any 
form of treatment in leptospirosis because the severity, course, 
and complications of this disease vary greatly, even among 
patients infected by identical leptospiral serotypes. There have 
been many reports of the beneficial effects of penicillin in lepto- 
spirosis, but it has been difficult to assess the results, as the 
number of patients in any one series has been small. The disease 
is common among British troops in Malaya, and Fairburn and 
Semple (Lancet 1:13, 1956) have treated a series of 83 patients 
there. The diagnosis was made clinically and confirmed sero- 
logically. The patients were divided into a control group, a group 
receiving 600,000 units of penicillin every six hours, and a group 
treated with 0.5 gm. of chloramphenicol every six hours. There 
was no significant difference in the duration of illness in the 
three groups, all becoming afebrile and free from signs and 
symptoms in seven to nine days, whether an antibiotic was given 
or not. In the series treated, the Leptospira serotypes were 
widely represented, suggesting that, if penicillin and chlor- 
amphenicol are of no value in the treatment of leptospirosis in 
Malaya, it ‘s unlikely that they will prove useful elsewhere 


Scottish Health Statistics —According to the hundredth annual 
Report of the Regisirar-General for Scotland, 1954 (Her Majes- 
ty’s Stationery Office, 1955), since Jan. 1, 1855, the population 
has increased from 3 to over 5 million, which is less than 
that of London. Many Scots, however, emigrated during this 
period. The expectation of life at birth in 1855 was 42 years 
for men and 44 for women, compared with 65.5 and 70.5 years 
respectively today. In the middle of the last century there was 
a heavy loss of child life, the infant mortality rate then being 
138 per 1,000 live births, while now it is only 31. In 1855 there 
were 1,309 deaths from smallpox, 238 from cholera, 2,419 from 
typhus and typhoid, 2,238 from scarlet fever, 1,903 from per- 
tussis, 1,189 from measles, and 873 from diphtheria. Today the 
total deaths per year from these diseases average about 35. In 
spite of the introduction of the motor car, industrial hazards, 
and the increased chances of accidental poisoning, fatal ac- 
cidents and accidental deaths were higher in 1855 than in 1954. 
Violent deaths, other than by suicide, were slightly higher in 
1855 than today (57 and 46 per 100,000 persons respectively) 
Oil lamps, candles, and unguarded fires almost certainly caused 
more accidents and deaths 100 years ago, and recovery was 
then less likely than now. 


Parkinson’s Law.—An article in the Economist points out that 
in government departments, including the health service, staffs 
tend to grow at a rate that is independent of the volume of work 
done but is due to the operation of two human factors: one, 
that an official wants to multiply subordinates, not rivals, and 
the other, that officials make work for each other. The validity 
of this law, known as Parkinson's law, is supported by a study 
of the staffs employed by various minis‘ries. A contributor to 
the British Medical Journal says that the operation of Parkin- 
son’s law is one of the chief reasons for the rising cost of the 
National Health Service without a corresponding increase in 
quality of work. He says that rates of pay should be judged 
by quality of work, not by the number of subordinates controlled. 


Horder Memorial.—The former interns of Lord Horder, who 
died last year, have launched an appeal in the Times for a fund 
in his memory to endow a traveling professorship in clinical 
medicine. The Royal College of Physicians and the Governors 
of St. Bartholomew’s Hospital will act jointly as trustees, If 
the response to the appeal is sufficient, it is hoped also to endow 
a lectureship in clinical medicine at St. Bartholomew's Hospital. 
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CORRESPONDENCE 


EMPLOYMENT OF PHYSICALLY 
HANDICAPPED PERSONS 


To the Editor:-—There are many problems in the national pro- 
gram to provide increased job opportunity for the physically 
handicapped. Each, in its way, requires a certain amount of 
public enlightenment. The employer must be shown, by actual 
evidence, that it pays to employ the handicapped—they are 
conscientious, able workers who can produce a profit. Business 
is a world of reality, and profit and loss are real to the employer. 
However, this phase is only one factor. The problem of pre- 
employment examinations, performed, for the most part (esti- 
mated at about 94%, nationally), by the general practitioners 
of the country, is also a tremendously important factor in de- 
termining whether the physically handicapped job applicant gets 
work. Here, the element of enlightenment again comes to the 
fore. To a great extent, people in this nation are creatures of 
habit. In many ways this is admirable, when the habits are good, 
but when a habit is continued, despite sociologic and economic 
change, and cannot be deviated from an accepted norm, merely 
because a thing “has been done this way” for decades, it becomes 
archaic and narrow. The President’s Committee on Employment 
of the Physically Handicapped devotes much time and attention 
to this problem. It is gratifying to note the large number of 
general practitioners who take a broad view of the true merit 
of handicapped job applicants; however, in hundreds of work 
places, the techniques of preemployment examinations are so 
restrictive that the mere existence of any one of a large number 
of impairments automatically precludes the handicapped person 
from any type of employment. For example, a man with one 
eye, under this overstrict evaluation, may not be hired as an 
elevator operator merely because it “has been done this way” 
for years. A great service to the millions of handicapped employ- 
ables in this country, and to the national economy itself, could 
be rendered by the general practitioners of this country involved 
in preemployment examinations if they would give serious 
thought to their individual attitudes and approaches to the prob- 
lem of whether a handicapped person is fit for a job. It is a huge 
personal responsibility, involving individual happiness, oppor- 
tunity, and an abiding respect, or careless disrespect, for the 
dignity of the individual. Selective placement means the fitting 
of a man’s or woman’s abilities to a specific job and is the core 
of the problem. It has been well established that few jobs require 
more than 30% of a person’s physical capacity. It is also a fact 
that few physically handicapped men and women have lost more 
than 30% of their physical capacities, so it is just a matter of 
good management and of matching up a person’s physical and 
mental abilities to the requirements of a job. If the general 
practitioners will ponder this subject, we are sure there will be 
a greater equity for the handicapped and a better and stronger 
industrial fabric throughout the entire country. 


Major GEN. MELVIN J. Maas (Retired) 

U.S. Marine Corps (Res.) 

Chairman, President’s Committee on 
Employment of the Physically Handicapped 

Washington 25, D. C. 


RESERPINE AND THE NEWBORN INFANT 


To the Editor:—I1 note that the article by Dr. Irwin S. Budnick 
and associates, which originally appeared in the September, 
1955, issue of the A. M. A. American Journal of Diseases of 
Children, has also appeared in excerpt form in THE JouRNAL, 
Jan. 21, 1956, page 209. I hasten to give our impressions 
following the use of reserpine in a much larger series of cases 
of pregnancy toxemia. A published series of 100 patients who 
have been treated at the Jefferson Davis Hospital (M. Rec. & 
Ann. 49:363 [Aug.| 1955) reveals a neonatal death of one case 
in 96 delivered patients. In this same series there were three 
stillbirths. Our extended series, soon to be published, will include 


300 such cases, with the same low fetal death rate. We attribute 
our excellent results mostly to the use of reserpine and hydrala. 
zine, and we find that in using these drugs we are able to stop 
harming the mothers and infants with Demerol, morphine, and 
heavy barbiturate sedation. The condition of nasal congestion, 
which Dr. Budnick mentions, certainly is present in a fair in. 
cidence (6 in 96 in our initial series) and does constitute 
problem, although not a serious one if properly managed by 
avoidance of placing the infants in a supine position, the ad- 
ministration of Neo-Synephrine and antihistamines, and due 
orientation on the part of the nursery staff. In our series, none 
of the infants with nasal congestion failed to survive and all 
were in good health on dismissal from the hospital. The dosage 
of reserpine used in each case varied from a minimum of 5 mg. 
to 30 mg. given parenterally. We have found that a dosage of 
2.5 mg. failed to evoke a hypotensive response in the mother, 


STANLEY F. Rocers, M.D. 
Jefferson Davis Hospital 
Houston 3, Texas. 


EUROPEAN MUSEUMS OF INTEREST 
TO AMERICAN TOURISTS 


To the Editor:—A traveler to Europe will be richly rewarded 
if he visits the various medical museums attached to the hospitals 
and medical schools, which house unforgettable treasures repre- 
senting stages in the growth of medicine. One of the finest is 
the Museum of the History of Medicine of the University of 
Rome, Italy; its contents have been collected almost single- 
handedly by Prof. Adalbert Pazzini. Significant are an Etruscan 
skull showing a gold bridge of the lower incisors; a model of 
a Renaissance theatre of anatomy; prosthetic appliances used in 
the medieval period; votive material illustrating penis, intestine, 
and breast; and a Roman traction apparatus for correction of 
fractures. The costumes of doctors throughout the ages are 
unique. The surgical instruments used in Pompei about the time 
of Christ, resembling, to a surprising degree, those used in a 
modern hospital, lie in the Natural Museum of Naples. In 
Paris, France, the Museum of Public Assistance has an elaborate 
collection of enema syringes, bleeding bowls, and ancient infant 
feeding bottles, one of these made of horn. For the management 
of kyphosis and of scoliosis in children of antiquity there is 
a wooden frame on display. Prof. Andrew Finot is proud of the 
Museum of the History of Medicine attached to the Faculty 
of Medicine of Paris. A copy of the original paper stethoscope 
of Laennec; the quaint and cumbersome cystoscopes of early 
days; and the obstetric forceps used by Smellie, Levret, and 
Baudelocque are a thrill to the observer. Especially striking are 
the medical medallions collected from 1600 to 1800, the mastur- 
bation belts for children, the robes and head gear of 18th and 
19th century professors, and the surgical instruments from 
ancient Japan, Egypt, Herculaneum, and Rome. The exhibit of 
Tagliacozzi’s contribution to plastic surgery is brilliant. 

The Surgeon’s Hall in Edinburgh, Scotland, contains a grand 
collection of Lister’s era: Lister’s stethoscope, surgical spray, 
bandages, and tourniquet. James V. Simpson’s stethoscope and 
pocket pill box are there also. Oil paintings and statuary of 
Syme, Smellie, Fergusson, Monro primus, Monro secundus, 
Joseph Bell, Robert Liston, Argyll Robertson, MacEwen, and 
Joseph Lister adorn the halls. Chinese surgical instruments, 
native Indian oculist instruments, and phlebotomy knives and 
cups are no less striking than Liston’s trepans and the early 
anesthetic machines. Here can be found the first hypodermic 
syringe which was used in Britain in 1853. The surgeon will be 
delighted with the skeleton prepared by Alex Monro in 1717. 
The skeleton and dissection by Archibald Pitcairn in 1702, the 
dissection of the arteries of the hand by Robert Liston, and the 
dissection of the arteries of the foot by William Fergusson «re 
beautiful preparations. The Anatomy Museum of the Univers ly 





sper 
irre 
trat 
con 
first 
bon 
that 
nep 


(Ad 
orig 
dise 
dist 
fibr 
Ast 
aor 
of | 
the 
incl 
stor 
Cur 
not 
spe 
Ho: 
adr 
me 
ing! 


UR 
To 

Infe 
the 
dia; 
mel 
cur! 
tior 
Lor 
Casi 
Eve 
eith 


AN 


app 
] ‘3 











Voi. 160, No. 12 


of Edinburgh has on display the skeleton of William Burke, who 
hung in 1829 for having murdered some 16 persons for the 
poses of dissection. The studies of experimental resection of 


M“ 


pi : - . : 

bone by James Syme, in 1840, are depicted not far from the 
marble effigy of James Syme’s right hand. The anatomic and 
x-ray studies that led to the accusation of Dr. Ruxton in 1937, 


who murdered and dismembered the body of his wife, are an 
admirable example of medicolegal work. 

The skeleton of the famous 22-year-old Irish giant, Charles 
Byrne, 1761-1783 (7 ft. 8 in. [234 cm.]| in height) stands on 
the first floor of the Museum of the Royal College of Surgeons 
in London, England. The Nazi bombing of the college building 
on May 10 and 11, 1941, reduced the collection of original 
specimens prepared by John Hunter from 13,000 to 4,000—an 
irreplaceable loss to humanity. The Hunterian specimens illus- 
trate basic principles of animal morphology and surgery and 
concern lymphatic absorption, tooth transplantation, healing by 
first intention, Operations on popliteal aneurysms, exfoliation of 
bone, and tissue transplantation. Guy’s Hospital prizes five items 
that no visitor can afford to overlook: the kidneys illustrating 
nephritis (Bright’s disease) as prepared by Richard Bright with 
his necropsy data, the adrenals of adrenocortical hypofunction 
(Addison’s disease) as preserved by Thomas Addison with his 
original autopsy report, the original specimens of Hodgkin's 
disease as related by Dr. Thomas Hodgkin, Sir William Gull’s 
display of specimens showing the association of arteriocapillary 
fibrosis of the kidney to the hypertrophied heart, and finally Sir 
Astley Cooper’s specimen illustrating ligation of the abdominal 
aorta. St. Bart’s Hospital boasts of Paget’s original specimens 
of osteitis deformans and Pott’s specimens of tuberculosis of 
the spine. Superb are the displays at the Wellcome Museum 
including vaccination lancets used by Edward Jenner, prehistoric 
stone knives, MacKenzie’s ink polygraph, Pasteur’s microscope, 
Curie’s apparatus for the study of radioactive nitrogen, and the 
notebooks of Curie and Pasteur, as well as hundreds of medical 
specimens illustrating the development of medicine. The London 
Hospital possesses a parturition chair, the original specimens of 
adrenocortical carcinoma and neuroblastoma of the supra renal 
medulla, and, oddly enough, the false teeth of George Wash- 
ington. 

FREDERICK STENN, M.D. 
Northwestern University Medical School 
Chicago. 


URINARY INFECTIONS 


To the Editor:—An otherwise excellent editorial, “Urinary 
Infections” (J. A. M. A. 160:210 [Jan. 21] 1956), is marred by 
the fact that, of the three sulfonamides mentioned, only sulfa- 
diazine is commonly employed in urinary tract infections. Sulfa- 
merazine is excreted in small amounts in the urine, and it is 
curious that this compound should have been selected for men- 
tion in the editorial, when the original reference (Everett and 
Long, Am. J. Obst. & Gynec. 67:916, 1954) described but one 
case treated with sulfamerazine. The original publication by 
Everett and Long described many cases treated successfully with 
either sulfisoxazole or mixtures of three sulfonamides. 


THEODORE R. SHERROD, M.D., Ph.D. 
Associate Professor of Pharmacology 
University of Illinois College of Medicine 
1853 W. Polk St. 

Chicago 12. 


ANTHRAX 


To the Editor:—I read with interest the editorial on anthrax that 
appeared in the Jan. 7, 1956, issue of THE JouURNAL, page 52. 
I wish to point out that pulmonary anthrax usually results in 
the expectoration of thick mucus, from which anthrax bacilli 
Car be recovered with ease. Unfortunately, my patient, as cited 
in the editorial, was the exception, and the bacteriological diag- 
nosis was delayed; however, nasopharyngeal smears demon- 
strsted the presence of anthrax. Also, sulfathiazole is no longer 
th: drug of choice, as stated in the editorial; it was used by me 
rm 1939 to 1947. Penicillin and the broad-spectrum anti- 
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biotics are now used exclusively in the treatment of anthrax 
After the advent of penicillin, American pharmaceutical houses 
ceased to manufacture antianthrax serum, which is no longer 
available commercially. 
HERMAN Gotp, M.D 
314 E. Ninth St. 
Chester, Pa. 


MEDICAL RESEARCH 


To the Editor:—In his recent message to Congress, President 
Eisenhower recommended an increase from $99,000,000 to 
$126,500,000 for medical research to be expended by the fed 
eral government. Sen. Margaret Chase Smith of Maine intro 
duced a bill recommending an additional expenditure of one 
billion dollars a year for expansion of medical research for the 
next five years. Twenty-seven senators of both parties are 
sponsoring her bill. There are among them some who have not 
previously been known as favoring support of medical research 
There is little doubt that many would agree with the desirability 
of making larger funds available for medical research. In 1954 
our total national medical research effort amounted to 180 mil 
lion dollars, several million dollars less than what we spent on 
monuments and tombstones. There are others who believe, prob- 
ably with good reason, that our available national research re- 
sources could not profitably spend such large sums for research 
at this time, mainly because there are not enough investigators 
who could use such sums. Manpower is the main bottleneck and 
not money. This point of view could be easily supported by the 
available evidence. It seems probable that availability of greater 
federal subsidies for medical research is only a question of time. 
The people want more medical research; hence, Congress will 
make adequate funds available. Legislators are also interested 
in the fruits of medical progress. The bill introduced by Senator 
Smith is symptomatic of a trend to speed up the progress of 
medical research and of a conviction that progress could be en- 
hanced by providing opportunities for all who have the desire 
and ability to engage in such research. It is a manifestation of 
the growing realization that the public has a stake in and re 
sponsibility for medical research. This attitude has found ex- 
pression in the large and constantly increasing number of groups 
of men and women contributing varying amounts of money to 
hospitals and research foundations all over the country 

The congressmen and senators who pass on appropriations are 
in one of the occupations in which there is no age limit. A 
legislator may continue in office as long as his constituents vote 
for him. As the general age of the population increases, we will 
see more and more older congressmen and senators. Young 
people are the ones from whom we have to expect most con- 
tributions to medical research by their active participation in the 
work, but it is the older people who are mainly interested in the 
benefits derived from medical research. Sickness and death seem 
distant to young people but closer and closer as we get older. 
That is why requests for expanding medical research will con- 
tinue to find a sympathetic ear and understanding among our 
legislators. If we assume that sooner or later a billion dollar 
appropriation for medical research supported by federal funds 
will become a reality, the time will come when the question will 
not be, “How much money can I get for medical research?” but 
“How much money can | spend? How many investigators do 
I have available to do the research?” The availability of people 
for carrying out research, already a crucial question now, will 
become increasingly critical unless something is done about it. 
At the present time, and in the past, people have been going 
into medical research partly by accident and partly by vocation. 
We know, of course, that people available in this field are scarce, 
much below the needs of the country. The deterrents have been 
the insecurity of those engaged in this field and the miserable 
remuneration. Already there are signs of a great change in this 
respect. As the demand has been increasing, the appreciation of 
research abilities has also been going up. As money for research 
will be more freely available, it will become recognized that 
investigators have families and that they deserve to be provided 
with means of a secure livelihood. However, this alone will not 
suffice. It seems to me that thought will have to be given to teach- 
ing medical research, just as one teaches any other discipline. 
There is no reason why medical schools could not organize de- 
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partments of medical research, where young men and women 
with master of science, doctor of philosophy, and doctor of medi- 
cine degrees would be taught the essentials and the methodology 
of medical research. I believe this can be done and that it would 
not even be too difficult. This would be a pioneering develop- 
ment that could accelerate progress of medical research by 
removing the present bottleneck. 

Objections will be raised that medical research cannot be 
taught. It is true that imagination is an endowment that is essen- 
tial for creative research; however, there are various levels of 
research. Our present shortages are not only in people at the 
top level. Actually, even persons endowed with creative imagina- 
tion could save a great deal of time and resources if they were 
taught fundamentals of research methodology in its broad sense. 
Much of that could be done in schools of medical research. The 
question of how to provide faculties for teaching of research 
is an obvious one. It seems to me that there is available an 
abundant untapped source of excellent teaching talent and ex- 
perience, which is largely going to waste at present. Due to re- 
strictions placed on age in our schools, many outstanding in- 
vestigators find themselves pensioned at the age of 65 or there- 
about and are, at best, tolerated in a little nook somewhere in 
their former departments. Many such individuals would be in- 
terested in positions where they could not only continue some 
research but where they would be given an opportunity to sur- 
round themselves by a group of promising young investigators, 
to guide them in their work, and to teach them from their great 
store of experience the knowhow so essential in good research. 
Given half a dozen or a dozen men of this type, a school of 
medical research can be built around them. It would not be too 
difficult to obtain funds for graduate schools of medical research. 
By being closely affiliated with undergraduate medical teaching, 
schools could influence the thinking of young medical students 
and stimulate interest in medical research. 


ISRAEL DAVIDSOHN, M.D. 
Department of Pathology 

Mount Sinai Hospital 

and Mount Sinai Medical 
Research Foundation 

California Avenue at 15th Street 
Chicago 8. 
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SPRING GARDENING 


Spring is the time of year when many of us begin to think of 
the beauty of roses blooming and the other delights of gardening 
as a leisure activity. Many people are not aware that gardening 
is a year-round activity, and so they have tended to overlook 
the fact that this very fascinating hobby can be enjoyed 12 
months out of the year. The busiest time is in the spring and 
summer, of course, but in the fall there is planting to be done 
as well as mulching, pruning, and storing away for the winter. 
You repair birdhouses to encourage the birds to stay at your 
house in the winter, so they can help you get rid of insects next 
summer. 


When the snow is on the ground, you can enjoy one of the 
most fascinating phases of gardening. Plants outdoors may be 
dormant but your mind is not, so you start daydreaming and 
planning your garden. You read garden books and garden 
magazines. If your plans are ambitious, maybe you call on 
someone to help get them down on paper. You decide on your 
foundation planting, your shrub borders, your flower border, 
and your rose garden—all the parts that go to make up your 
over-all landscape plan. You'll find yourself becoming so enthusi- 
astic and excited that you can hardly wait until spring so that 
you can begin to see your winter daydreams come true. 

Anybody can get started as a gardener without much expense. 
All you need is a small plot of land, a few tools, and the proper 
nursery shrubs. Here is a list of basic tools that home land- 
scape gardeners generally need: sharp knife, round-pointed 
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shovel, D-handled steel rake, all-purpose hoe, all-purpose trowel, 
hand cultivator or weeder, watering can, pruning shears, and 
spading fork. With these basic implements you are ready to 
start—well, almost ready. All you need in addition are the plants 
themselves to be started on their way. 

Roses make a wonderful keynote for any garden. Nothing 
gives a sweeter or more luxuriant color to your landscaping 
than roses. If you plant roses near your house, a light prevailing 
breeze will carry the pleasant fragrance right into the living 
quarters, and, at a moment’s notice, roses can be cut and brought 
indoors for the dining table or the office waiting room. Roses 
also are simple to care for, and no other flower is adapted to 
so many uses. If you follow carefully these few simple rules, 
you can be sure that you will find beauty and delight from roses, 
1. Always buy good bushes. 2. Select a location where you 
have sun at least half of the day. 3. Plant roses properly, 
4. Prune roses properly. 5. Protect roses in the winter. 


Even with a “green thumb” the amateur gardener may want 
additional technical “know-how.” There are dozens of books, 
such as “Garden Magic” by Roy E. Biles, and popular magazines, 
such as Better Homes and Gardens, which give helpful hints to 
gardeners. You also can get lots of helpful material from the 
Gardening Council, an organization of nurserymen, in Newark, 
N. Y. 


Of course, no landscaping plan is complete without hedges. 
Hedges give variety and excitement to a garden, and there are 
advantages to hedges beyond their beauty. Most frequently, 
hedges are used as boundary markers to separate lots. They do 
the job superbly and help make good neighbors if they are well 
kept. There are other places where hedges can help, too. Use 
them, for instance, to screen your vegetable garden, service 
area, or outdoor living space. Some, such as the barberries, will 
give you color all year round, and they make wonderful back- 
grounds for summer flowers, whether roses or something else. 
If you want to keep the children on well-defined lawn areas, 
mark off their play portion with a dense hedge (but not one 
with thorns). Even when a hedge is not impenetrable, children 
are less likely to run into the street. A hedge will keep passers-by 
from cutting across your lawn, too. If you want to shut out the 
unsightliness of a too-close highway or prevent passers-by from 
observing your movements out-of-doors, a tall hedge makes an 
ideal shield. You'll find that the leaves actually absorb traffic 
noise and dust and make good windbreaks in winter. According 
to the Gardening Council, the attractiveness of a hedge depends 
on uniformity and neatness more than anything else. They are 
easy to care for if you merely prune and keep them sheared. 


The most wonderful thing of all about gardening is that it 
takes you directly back to nature. Gardening extends beyond 
the mere fact of planting and caring for shrubs. Perhaps you 
would like to have a rock garden. That’s a good excuse for 
collecting interesting rocks from a nearby field where the children 
play. The children will be glad that their playing field is un- 
obstructed, and you, on the other hand, have begun to create a 
center of beauty outside your home. Perhaps the children will 
want to help you move the rocks. In so doing, they may also 
become interested in botany, biology, geology, and other sci- 
ences. Or perhaps you might like to build a little fish pool. You 
can plant water lilies in it, which bloom gloriously in the 
summertime. 


Once you become interested in gardening, you'll want better 
equipment, of course. You might build your own greenhouse 
and sheds for compost. Certainly you will want some starter 
boxes for annual plants, and you can make those yourself. As 
you find yourself building starter boxes, you will be surprised 
to see how quickly you become interested in building other use- 
ful objects for the house and for the yard, perhaps a birdhouse 
for the lawn and outdoor chairs. 


The great outdoors is infectious. You'll find the rest of the 
family taking an interest in your hobby. Perhaps someone will 
suggest building a trellis in the garden or an outdoor fireplace. 
You'll find that it’s as much fun building some of these things 
as it is working with the plants themselves. An outdoor fireplace 
does surprising things to family habits—and appetites. You'll 
find yourself cooking outdoors practically every night in he 
summertime, and, when the smell of food is not in the air, th- re 
will be the fragrance of nature’s flowers. 
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MEDICAL FILM REVIEWS 








What About Drinking: 16 mm., black and white, sound, showing time 
11 minutes. Technical advisers: Raymond G. McCarthy, Yale University 
Center of Alcohol Studies, and Luther E. Woodward, Ph.D., New York 
State Department of Mental Hygiene. Produced in 1954 by Centron Cor- 
poration, Lawrence, Kan., for and procurable on purchase ($50) from 
Young America Films, Inc., 18 E. 41st St., New York 17. 


[his is a discussion type of film dealing with the problem of 
drinking. A group of young people at an informal gathering hear 
some disturbing news about two of their friends. These two 
boys were involved in an accident, and a bottle was found in 
the car. This information leads to a discussion that gives them 
an opportunity to express their own opinions about drinking and 
to tell why they hold these opinions. The makers of this film 
have attempted a most difficult job in presenting a scene of 
spontaneous discussion among young people. It has been well 
handled; the behavior of the participants seems quite natural, 
and each viewpoint is well presented by one proponent or an- 
other. The film would provoke serious thought and discussion 
in any group of high school or college people and might not be 
out of place in groups of older people, especially those connected 
with churches, PTA, or civic groups interested in developing a 
democratic technique of discussion of sore points. The photog- 
raphy and narration are well done. 


The Surgical Correction of Interventricular Defects Employing Con- 
trolied Cross Circulation, Part III: 16 mm., color, sound, showing time 
17 minutes. Prepared by C. Walton Lillehei, M.D., Morley Cohen, M.D., 
Herbert E. Warden, M.D., and Richard L. Varco, M.D., University of 
Minnesota. Procurable on loan from University of Minnesota, Audio 
Visual Education Service, Basement, Wesbrook Hall, Minneapolis 14. 


This film presents pioneer work done making use of cross 
circulation for open operations within the heart. Diagrammatic 
illustrations are used to aid in explaining the technical proce- 
dures. The preoperative status of a patient, aged 19 months, is 
presented, and the x-rays used in making the diagnosis of an 
interventricular septal defect are shown. Excellent exposure is 
obtained throughout the film, and for the most part the color 
is satisfactory. The operative procedure demonstrated includes 
a transverse anterior thoracic incision, insertion of tubes into the 
superior and inferior vena cava as well as the right subclavian 
artery, opening of the right ventricle, and demonstration of the 
septal defect. The defect is then closed by interrupted sutures, 
during which time an excellent discussion of the principles and 
technique of the operation is given. The patient is shown well 
on the road to recovery approximately two weeks after operation. 
The narration of this procedure is quite good, and the photog- 
raphy, as to both clarity and exposure, is satisfactory. This film 
would be of definite value to residents and to practitioners of 
thoracic surgery. 


The Parasite and the Mosquito: 16 mm., black and white, sound, show- 
ing time 11 minutes. Produced in 1955 by and procurable on rental ($3) 
Or purchase ($60) from Fleetwood Films, Inc., 10 Fiske Pl., Mount 
Vernon, N. Y. 


This motion picture explores the relationship between the 
malaria-producing plasmodia, the Anopheles mosquito, and man. 
By a combination of microcinematography and animation, the 
life cycle of the parasite is followed through its many trans- 
formations in the body of the mosquito and the bloodstream 
of man. Other sequences depict the transmigrations of the 
parasite from man to mosquito to man, the life cycle of the 
anopheline carrier, modern means of destroying it, and the role 
of malaria as the enemy of civilization. This film is interesting, 
and the narration is clear and competent; however, the diagram 
near the end of the film showing a circle that contains the 
words mosquito and man transected by a horizontal line needs 
more explanation. The pictures showing the metamorphoses of 
the mosquito are especially commendable. This film is recom- 
mended for high school classes at freshman or sophomore level. 
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The Miracle of Reproduction: 16 mm., black and white, sound, showing 
time 15 minutes. Produced in 1953 by and procurable on purchase ($75) 
from Sid Davis Productions, 2500 S. La Brea Ave., Los Angeles 16 


This film shows the similarities in the growth and develop- 
ment of fish, chickens, cows, and human beings. It includes a 
sequence showing the growth of the human baby within the 
mother’s body and the birth of the child. Since it begins with 
the reproduction of plants and simpler forms of animal life, this 
picture might be used as an introduction to some of the other 
films that deal with human reproduction. It is a little less frank, 
and would have a place in school science classes where the 
correlation between plants, animals, and human beings is being 
taught. However, the sequence that shows conception occurring 
in the uterus should be corrected. The film is recommended for 
children of the middle elementary grades if it is first presented 
to the parents. A skilled discussion leader should be present 
when it is shown to children. 


Upper Extremity Prosthetic Principles: 16 mm., color, sound, showing 
time 28 minutes. Produced in 1955 by and procurable on loan from Vet 
erans Administration, Central Office Film Library, Washington 25, D. C 


This film shows some examples of the research efforts that 
have resulted in a group of prosthetic principles leading to better 
artificial arms. A systematic description is given of the functions 
lost at different levels of amputation of the upper extremity and 
of the principles involved in their prosthetic restoration. A num- 
ber of the latest available devices and components are described 
and are shown in actual use. The picture is well organized, and 
the photography and narration are excellent. The narration is 
in simple, nontechnical language and would be of interest to 
anyone who comes into contact with amputees. It would, in 
fact, be of great interest to upper extremity amputees them- 
selves, as the film has considerable inspirational value in show- 
ing great edvances that have been made in recent years in the 
development of prosthetic devices. 


The following 16 mm. color kinescopes were produced in 1955 for 
closed-circuit television by the American Cancer Society and are available 
on loan from the American Cancer Society, 521 W. 57th St., New York 
19, or state and local divisions. 

Cancer of the Oral Cavity: Kinescope no. 11. Showing time 32 minutes. 
Prepared by Maurice Lenz, M.D., New York; Ernest M. Daland, M.D., 
Walpole, Mass.; Edward V. Zegarelli, D.D.S., and Arthur Purdy Stout, 
M.D., New York. 


The purpose of this film is to emphasize the manifestations 
of oral cancer in order to promote earlier diagnosis and more 
prompt administration of adequate treatment. The dentist's role 
in the recognition of oral cancer is also discussed. Differential 
diagnosis is shown through the use of a wide variety of illus- 
trative material showing benign as well as malignant lesions of 
the lip, tongue, cheek, palate, floor of mouth, and gingiva. The 
routes of lymphatic spread from these sites are shown. Prin- 
ciples of management of the primary tumor and its metastases 
are outlined. 


Cancer Detection: Kinescope no. 16. Showing time 38 minutes. Prepared 
by Henry T. Randall, M.D., Emerson Day, M.D., George N. Papanico- 
laou, M.D., and Genevieve Bader, M.D., New York. 


In this film, a practical office examination for the detection 
of cancer is demonstrated. This systematized half-hour exami- 
nation is based on an experience of more than 100,000 examina- 
tions, the results of which are reviewed briefly. Methods of 
making further types of early cancer accessible to office exami- 
nation and the role of the practitioner in the field of cancer 
eontrol are discussed. 

As Kinescope recordings of live television programs, there 
is some loss of color quality in both of these films. There is 
also too much unnecessary conversation in them; however, they 
are recommended for general practitioners and for showing at 
county medical societies. 
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INTERNAL MEDICINE 


Eisenmenger’s Complex: A Clinical and Pathologic Study of 
Four Cases. J. Espino-Vela and L. A. Mata. Am. Heart J. 
$1:284-297 (Feb.) 1956 [St. Louis]. 


Three fatal atypical cases of Eisenmenger’s complex are de- 
scribed in a 20-year-old man, a 7-year-old boy, and a 16-year-old 
boy, respectively, in whom clinical and autopsy studies were 
made. A brief autopsy report of a fourth case is added. The 
first case resembled one of patent ductus arteriosus because of 
an added and probably acquired aortic insufficiency. In the 
second case, the aorta was not only dextroposed, but originated 
completely from the right ventricle. In the third and fourth 
cases, autopsy revealed spontaneous occlusion of the ventricular 
septal defect by total or partial attachment of the septal leaflet 
of the tricuspid valve to the septum. This finding substantiates 
the views that pulmonary vascular changes are not congenital 
but are a consequence of the biventricular origin of the aorta 
in the embryo. Vascular changes did not occur in the third 
patient, in whom the aorta was dextroposed but was not bi- 
ventricular because of the occlusion of the interventricular septal 
defect. Cyanosis was absent in all patients. Adequate blood 
supply explains its absence despite dextroposition of the aorta. 
A sudden onset of rapidly progressive heart failure was a com- 
mon feature in the three fully described patients. The diagnosis 
was not established when the patients were still alive. The 
presence of a right aortic arch should be a useful diagnostic aid. 


The Electrocardiogram One Year After Acute Myocardial 
Infarction. R. Gittler, J. A. Schack and H. Vesell. Am. Heart J. 
§1:246-260 (Feb.) 1956 [St. Louis]. 


In 51 patients, 39 men and 12 women, with acute myocardial 
infarction, serial electrocardiograms obtained after the acute 
attack showed typical changes of myocardial infarction, i. e., 
significant Q-waves were present in the appropriate leads. In an 
attempt to obtain information as to the length of time that 
electrocardiographic abnormalities persist after acute myocardial 
infarction, electrocardiograms were obtained in most of the 
patients exactly 12 months after the first tracings, and in none 
of the patients were the follow-up electrocardiograms obtained 
less than 9 months or more than 15 months after the first 
tracings. In none of the patients studied was there suspicion of 
an additional infarction during the year after the initial myo- 
cardial infarction. In almost all patients in whom the first 
electrocardiogram had shown an initial negative deflection in the 
signal leads, this Q-wave was still present, smaller, larger, or 
unchanged, in the follow-up study. Only rarely did the larger 
Q-waves (2 mm. or more and 0.04 seconds or more in the first 
electrocardiograms) decrease below these values in the later 
electrocardiograms. This observation indicates correlation be- 
tween the size of the initial dead zone vector and its persistence 
in the recordings one year later. The T-wave tended to revert 
toward normal substantially more than did the Q-wave. In 
most of the later tracings, the T-wave in the signal leads had 
increased in positivity. Characteristic changes consisting of in- 
creases in amplitude of R and a more striking increase in 
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positivity of T resulting in upright T-waves in the right pre. 
cordial lead had been reported previously in patients with acute 
myocardial infarction of the posterior wall, and these persisted 
in the follow-up electrocardiograms of all but one patient with 
this type of acute myocardial infarction. It seems unlikely tha 
an area of necrosis with replacement by fibrous scar tissue ang 
loss of electrical potentials would have a return of its electrica| 
activity. Its absence, represented by the Q-wave, should there. 
fore be permanent. If shrinkage or stretching of the myocardia! 
scar does occur after the first few months, this could result jp 
corresponding changes in magnitude of the dead zone vector 
and the Q-wave, as observed. However, areas of injury or 
ischemia of the myocardium might return to normal, with com- 
plete disappearance of their electrocardiographic manifestations 
All these changes were better reflected in the precordial leads, 
apparently due to the proximity of the electrode to the cardiac 
area involved. In only one of the 51 patients did the 12-lead 
electrocardiogram with typical changes return to normal one 
year later; a completely normal 12-lead electrocardiogram jis, 
therefore, strong evidence against the presence of an acute 
myocardial infarction of the classical anterior or posterior wal! 
type One year previously. 


The Ballistocardiographic Cigarette Test: Further Observations, 
F. W. Davis Jr., W. R. Scarborough, R. E. Mason and others 
Am. Heart J. 51:165-178 (Feb.) 1956 [St. Louis]. 


The effect of cigarette smoking on the form of the ballisto- 
cardiogram was tested in 190 patients with coronary artery dis- 
ease and in 252 normal control persons. Ballistocardiograms. 
blood pressure determinations, and electrocardiograms were 
made before, immediately after, and five minutes after smoking 
Abnormal resting ballistocardiograms were obtained in 64 
(25.3%) of the 252 normal persons and in 107 (56.4%) of the 
190 patients with coronary disease. A positive response to 
cigarette smoking was revealed by alterations of the form of 
the ballistocardiogram in 19 (7.5%) of the control persons in 
contrast to 93 (48.9%) of the patients with coronary disease. 
These findings confirmed the general trends of deterioration of 
the ballistocardiograms after cigarette smoking that were re- 
ported by the authors in a previous paper, an abstract of which 
was published in THE JourNAL (153:1478 [Dec. 19] 1953). 
Previous smoking habits, inhalation or noninhalation, and (in 
the group with coronary artery disease) presence of the anginal 
syndrome or previous myocardial infarction failed to influence 
the response of the ballistocardiogram to smoking. None of the 
19 control persons whose ballistocardiograms showed a positive 
response to cigarette smoking were aged less than 40; a positive 
response to the smoking tests occurred in only 3 of the 69 
control persons between the ages of 40 and 49 years; the re- 
maining 16 control persons with a positive response to the 
smoking test were over 50 years of age. Responses to repeal 
cigarette tests were most consistent in persons aged less than 4 
years; but the variability of responses to repeat tests became 
greater in persons aged more than 40 and was greatest (33% 
in those in the fifth decade. The maximal change appeared in the 
recordings obtained immediately after smoking in most persons 
Filters of several types and the use of “denicotinized” cigarettes 
failed to prevent the ballistocardiographic alterations in normal 
persons or in patients with coronary artery disease. Administra- 
tion of nitroglycerin prevented the deterioration observed with 
smoking in a few patients. A positive response to the ballisto- 
cardiographic cigarette test in a person aged less than 50 years 
suspected of having coronary artery disease might be considered 
ancillary evidence supportive of this diagnosis. The ballisto- 
cardiogram and the ballistocardiographic cigarette test are 
methods fraught with empiricism and are offered more as chal- 
lenges to the clinical investigator than as routine procedur-s '¢ 
be used freely in the clinic. 
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SURGERY 


De-F picardialization: A Simple, Effective Surgical Treatment 
for Angina Pectoris. D. E. Harken, H. Black, J. F. Dickson III 
and H. E. Wilson HI. Circulation 12:955-962 (Dec.) 1955 
New York]. 


The authors show that most of the many surgical procedures 
that have been proposed for the treatment of the anginal syn- 
drome have had a remarkably similar protective effect on the 
survival of dogs following ligation of the anterior descending 
coronary artery. Burchell, who repeated many of these tech- 
niques directed at the production of vascular adhesions, reported 
that small channels sufficient to carry water-soluble dyes could 
be produced; however, the epicardium constituted a barrier to 
vascular channels of substantial size. The lead acetate—agar 
injection mass of Schiesinger, which will enter only vessels 40 « 
or larger in diameter, did not enter the vessels produced by any 
of the techniques tested by Burchell. The authors therefore 
investigated methods of removing the epicardial barrier. The 
fortunate combination of an agent that could destroy the epi- 
cardium and yet not produce irritability during application was 
found in 95% phenol. The phenolization procedure was carried 
out successfully on dogs, and revascularization was demonstrated 
by injecting the agar-lead phosphate mass of Schlesinger through 
the new vessels. The first phenol deepicardialization and pneu- 
mopexy were performed on a 34-year-old man who had had 
severe anginal syndrome for two years after an electrocardio- 
graphically documented myocardial infarction. At the time of 
operation, he was having angina during bed rest. After operation, 
there was a reduction in the amount of pain and almost com- 
plete disappearance within two weeks. During the next six 
months, while the patient’s activity was restricted, there was 
occasional chest pain suggestive of the anginal syndrome. In 
less than a year, the pain had completely disappeared. He has 
been working full time for two years. Seventeen additional 
patients have now had similar operations. All but four have 
had complete relief of pain. There have been no operative deaths. 
Two, however, died within two months of the operation from 
fresh coronary occlusion, although they had been completely 
relieved of pain. The experimental work would suggest that 
death occurred before adequate collateral channels could have 
developed. The authors feel that this is a method worthy of 
continued trial. 


Direct Vision Intracardiac Surgery in Man Using a Simple, Dis- 
posable Artificial Oxygenator. C. W. Lillehei, R. A. DeWall, 
R. C. Read and others. Dis. Chest 29:1-8 (Jan.) 1956 [Chicago]. 


The need for simple and effective techniques widely applicable 
to the maintenance of the patient’s circulation while his heart 
and lungs are totally by-passed in the course of reparative sur- 
gery in the open heart induced the authors to devise an artificial 
Oxygenator that serves as a temporary replacement for the 
human lungs. This oxygenator has no moving parts, is asembled 
entirely from commercially available plastic tubing, and is 
Sterilized by autoclaving. Oxygenation of the venous blood 
occurs by direct introduction of oxygen with coincident elimi- 
nation of carbon dioxide. Because of its simplicity and the fact 
that total cost of the component parts is only a few dollars, 
disposal of the oxygenator after each clinical use was preferred 
to cleaning and re-using it. Seven children between the ages of 
19 months and 7 years, of whom five had ventricular septal 
defects associated with pulmonary hypertension, one tetral- 
ogy of Fallot, and one an atrial septal defect with pulmo- 
nary hypertension, underwent reparative surgery in the open 
heart with the artificial oxygenator used in combination with 
a simple pump for total bypass of the heart and lungs. Two of 
th children died 18 hours and 4 days postoperatively respec- 
tively, The remaining five children survived the operation and 
Were discharged from the hospital as normal, their heart defects 
Cured. The simple, disposable artificial oxygenator appears to 
be . significant step forward in the safety and wide applicability 
©’ ‘he methods of intracardiac surgery under direct vision. 
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Pulmonary Stenosis with Intact Ventricular Septum: Correla- 
tion of Clinical and Physiologic Data, with Review of Operative 
Results. B. K. Silverman, A. S. Nadas, M. H. Wittenborg and 
others. Am. J. Med. 20:53-64 (Jan.) 1956 |New York 


While pulmonary stenosis occurs as a component of the tetral 
ogy of Fallot, which includes pulmonary stenosis, right ven 
tricular hypertrophy, ventricular septal defect, and an overrid 
ing aorta, it has been recognized more recently that pulmonary 
stenosis with right ventricular hypertrophy but without ventnicu 
lar defect or overriding aorta is one of the more common con 
genital heart lesions. It is referred to as. “isolated” or “pure” 
pulmonary stenosis. Fifty children with “isolated” pulmonary 
stenosis were admitted to the Children’s Medical Center in 
Boston in the five-year period from 1949 to 1954. There was 
an equal number of boys and girls. The ages ranged from 3 
months to 21 years, but only two were over IS years. Two 
infants were critically ill and died before examinations could 
be completed. The chief symptoms of isolated pulmonary steno- 
sis were severe dyspnea and fatigue; cyanosis, when present, was 
mild, Thirteen patients had no symptoms. Physical examination 
revealed a rough, long, systolic murmur, with maximal intensity 
at the upper left sternal border. The second sound at the 
pulmonic area was usually but not invariably diminished in in- 
tensity. Only 15 of the patients were cyanosed on physical ex- 
amination, while 26 had given a history of cyanosis. Thirteen 
patients had a mild bulge of the left side of the thorax. Only 
11 were physically underdeveloped. Redness or clubbing of the 
fingers was infrequent. Electrocardiographic studies revealed 
hypertrophy of the right ventricle, and radiological examinations 
revealed right ventricular enlargement, prominent main pulmo- 
nary artery, and diminished pulmonary vasculature. Right ven- 
tricular hypertension was demonstrated in all catheterized 
patients. In all but two instances the presence of a gradient be- 
tween the right ventricular and the pulmonary arterial systolic 
peak pressure was established at catheterization. The abrupt rise 
in pressure On withdrawing the catheter from the pulmonary 
artery into the right ventricle suggested the presence of a valvular 
type of stenosis in 40 patients. A significant correlation between 
the electrocardiographic findings of right ventricular hyper- 
trophy and right ventricular systolic pressure could be estab- 
lished. Twenty-one patients were subjected to a Brock valvu- 
lotomy. There were three fatalities, all in patients exhibiting 
failure. All the survivors showed clinical improvement. In seven 
of eight patients studied by cardiac catheterization postopera 
tively, a satisfactory drop in right ventricular pressure was 
achieved. The authors make the following recommendations with 
regard to the treatment: 1. Infants with severe stenosis in con- 
gestive failure should be operated on as soon as the diagnosis 
is made. 2. Patients with clinical findings suggesting right ven- 
tricular pressures of 100 mm. Hg or over usually should be 
operated on at an appropriate time. 3, Patients in whom find- 
ings indicate that the right ventricular pressure is probably under 
100 mm. Hg should be kept under observation but need not be 
subjected to cardiac catheterization or to operation. 


PEDIATRICS 


Therapeutic Effects of ACTH and Cortisone in Rheumatic Fever: 
Cardiologic Observations in a Controlled Series of 100 Cases. 
T. N. Harris, S. Friedman, H. L. Needleman and H. A. Saltzman. 
Pediatrics 17:11-28 (Jan.) 1956 |Springfield, Hl.}. 


One hundred patients between the ages of 3 and 17 years 
with acute rheumatic fever who had been admitted to three 
Philadelphia hospitals were given in strict rotation corticotropin 
(ACTH), cortisone, and symptomatic treatment. Corticotropin 
was administered in doses of 40 to 120 mg. daily and coriisene 
in doses of 120 to 300 mg. daily, depending on the age of the 
patient. The hormone therapy was continued for at least three 
weeks and in some patients for periods up to six weeks. Afies 
that the dose was gradually decreased. The patients who were 
given symptomatic and supportive treatment, including small 
doses of codeine sulfate and salicylates in doses of less than 32 
mg. (0.5 grain) per pound per day, served as controls. Cardio- 
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logical observations during the period of hospitalization included 
the detection and description of cardiac murmurs, triple or three- 
sound rhythms, arrhythmias, pericardial friction rubs, and 
evidences of congestive heart failure. The erythrocyte sedimen- 
tation rate was also determined, and electrocardiograms and 
roentgenograms of the chest were taken. No significant differ- 
ence was observed between hormone-treated and control patients 
in terms of the appearance or disappearance of cardiac murmurs, 
the degree of transmission of apical systolic murmurs, incidence 
and duration of pericarditis, or other cardiological phenomena 
recorded. It would appear that within the experimental condi- 
tions of the study the ranges of dosage levels and of times of 
beginning of hormone therapy did not give rise to differences 
in the results observed. Within each of the groups of patients 
treated with the hormones, one-third of the patients showed no 
rebound phenomena, another third showed an increase in the 
erythrocyte sedimentation rate, and the remainder showed a rise 
in the erythrocyte sedimentation rate and clinical manifestations 
as well. The typical “moonface” appearance almost constantly 
accompanied the hormone treatment. Weight gain occurred in 
about three-fourths of the treated patients. Hepatomegaly was 
observed in the course of the second week of hormone therapy 
in one-third of the patients. Serious bacterial infection occurred 
in several patients despite the daily intramuscular injections of 
300,000 units of procaine penicillin that were given to counter- 
act the reduction in the ability of the natural body defense 
mechanisms to resist invasion by various micro-organisms. 


Antistreptolysin and Streptococcal Antihyaluronidase Titers in 
Sera of Hormone-Treated and Control Patients with Acute Rheu- 
matic Fever. T. N. Harris, H. L. Needleman, S. Harris and S. 
Friedman. Pediatrics 17:29-36 (Jan.) 1956 [Springfield, IIl.]. 


During the course of a controlled clinical investigation in 
which 35 of 96 patients with acute rheumatic fever were being 
treated with corticotropin (ACTH) and 32 with cortisone for 
periods of about one month, antibody levels of streptococcic 
antihyaluronidase and antistreptolysin O were determined at the 
time of hospitalization and one month later. The changes in 
these levels were compared in the hormone-treated patients and 
in the remaining 29 patients with acute rheumatic fever who re- 
ceived symptomatic and supportive treatment and served as con- 
trols. The serums of the groups of patients receiving cortisone 
and corticotropin showed a greater drop in serum titer in the 
interval between the determinations of antibody levels in both 
tests than did those of the symptomatically treated control pa- 
tients. It seems reasonable to attribute the drop in titer observed 
in the corticotropin-treated and cortisone-treated patients to a 
suppressing effect of the hormones on antibody production. 


INDUSTRIAL MEDICINE 


Industrial Aspects of Bronchiogenic Neoplasms. L. Breslow. 
Dis. Chest 28:421-430 (Oct.) 1955 {Chicago}. 


The author feels that in the justified concern about cigarette 
smoking as a cause of lung cancer too little note has been taken 
of evidence that several occupations may likewise play a causal 
role. After citing reports in the literature on the connection 
between certain occupations and pulmonary cancer, the author 
says that his interviews with 518 lung cancer patients in 
California hospitals and a like number of noncancerous control 
patients confirmed the greater frequency of cigarette smoking 
among lung cancer patients. The interviews also covered life- 
long occupational histories. Analysis of these data disclosed that 
the following types of workers appeared with substantially 
greater frequency among the patients with lung cancer, as com- 
pared with the controls: welders and sheet metal workers doing 
welding; electric bridge crane operators in the metal industry; 
construction and maintenance painters; commercial cooks; work- 
ers in the extraction of lead, zinc, and copper ore; steamfitters, 
boilermakers, and asbestos workers; marine engineers; and fire- 
men, oilers, and wipers. Further work is under way to confirm 
or refute the hypothesis that these occupations carry an excessive 
risk for lung cancer. 
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Industrial Dermatitis from the Standpoint of a Medical Director. 
D. J. Lauer. Pennsylvania M. J. 59:25-28 (Jan.) 1956 [Harris. 
burg, Pa.]. 


Industrial dermatoses constitute two-thirds of the occupationa| 
disease incidence in the United States, and they are about seven 
times as frequent in workers involved in the manufacture of 
synthetic resins, chemicals, and dyes as in those in steel or glass 
manufacture. Environmental cleanliness is an important factor 
in prevention. Furthermore, workmen should be encouraged to 
use the facilities of the health services if a skin problem is be. 
ginning to develop. In this way, investigations can be started 
early and an outbreak can be prevented or brought under cop- 
trol. Then, too, if early evidences of skin difficulties are reported 
to the plant dispensary, the aggravations and sequelae that are 
frequently brought on by self-treatment are avoided. Often the 
complications are worse than the original disease. Consultation 
with the dermatologist is much more satisfactory and fruitful if 
it is sought early, before any prolonged or varied treatment jis 
undertaken, and especially if there is some doubt as to the diag. 
nosis, etiology, or treatment. New applicants for work in plants 
where there are well-known skin hazards should be carefully 
examined for preexisting skin diseases. Questions should be 
asked pertaining to childhood eczema, previous attacks of con- 
tact dermatitis, and food or drug allergies. Workers with very 
dry skins, those who have skin diseases, and those with histories 
of allergies are poor risks in jobs where there are dermatological 
hazards. The author does not subscribe to routine preplacement 
patch testing, because if the worker has never come into con- 
tacts with those substances he cannot have acquired an allergy 
to them. If he has had previous contact with them, careful 
questioning should elicit his hypersensitiveness. 


THERAPEUTICS 


Fumagillin and Erythromycin in the Treatment of Amebiasis. 
R. C. Jung, A. Garcia-Laverde and F. F. Katz. Am. J. Trop. 
Med. 4:989-1001 (Nov.) 1955 [Baltimore]. 


Fumagillin (Fumidil) and erythromycin have been found to 
possess amebicidal activity. Fumagillin kills Endamoeba histo- 
lytica in vitro in extremely low concentrations and has exhibited 
antiamebic efficacy in man. Erythromycin, with an antibacterial 
spectrum similar to pencillin’s, has also evidenced antiamebic 
action that may be mediated through its effect on associated 
bacteria. Since action against amebas is thought to be indirect, 
erythromycin may be expected to provide results comparable 
to the tetracycline drugs. Preliminary clinical trials of fumagillin 
and erythromycin (Erythrocin) stearate were carried out on in- 
fected prisoners at the Mississippi State Penitentiary and on 
patients at the Charity Hospital of Louisiana at New Orleans 
and the Tulane Tropical Medicine Clinic. Forty-five patients 
were treated in these preliminary trials. Of 15 patients infected 
with E. histolytica receiving fumagillin, four suffered recur- 
rences. Eight persons with amebiasis treated with 600 mg. of 
erythromycin every six hours were cured. Of 16 persons treated 
with 30 mg. per kilogram of body weight per day, four had re- 
currences. Both drugs caused the temporary disappearance of 
nonpathogenic amebas from the stools. One hundred twenty 
Panamanian patients were treated for amebiasis with fumagillin, 
erythromycin, or a combination of both drugs. There was failure 
or recurrence of infection within seven weeks in 6 of 39 patients 
treated with fumagillin, no failure or recurrence in 18 treated 
with erythromycin, and only one recurrence in 63 patients treated 
concurrently with both drugs. These differences were not statis- 
tically significant. A definite effect upon nonpathogenic amebas 
was observed with each type of treatment, but there was a high 
rate of recurrence. In each species of ameba, Endolimax nana, 
Endamoeba coli, and Iodamoeba biitschlii,, there was a higher 
rate of recurrence after fumagillin treatment than after erythro- 
mycin or concurrent use of both drugs. These differences were 
not statistically significant. Erythromycin provided rapid relief 
of amebic dysentery in three of four patients, fumagillin in one 
of two, and combined therapy in three of three. 
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Tetracycline Therapy of Surgical Infections. FE. J. Pulaski and 
G. L. Beatty. Surg. Gynec. & Obst. 102:9-17 (Jan.) 1956 
(Chicago}. 

Tetracycline was used in 233 patients in the general surgical 
service of Tripler Army Hospital. One hundred seventy-nine of 
the 233 patients had established infections. Tetracycline therapy 
produced favorable results in 64% of the patients, equivocal 
results in 14.5%, and poor results in 21.5%. In the other 54 
patients, tetracycline was used prophylactically when infection 
was anticipated; no conclusions were drawn, and the results were 
catalogued as equivocal. In general, the efficacy of tetracycline 
in surgical infections parallels that observed in prior trials with 
chlortetracycline and oxytetracycline. Tetracycline therapy was 
effective against all of the acute beta hemolytic streptococcic 
infections of soft tissues, and the clinical responses were similar 
to those expected from the use of the older antibiotics. When 
tetracycline therapy is elected for hemolytic streptococcic infec- 
tions, adults should be given a priming dose of 1.0 gm. by mouth, 
followed by 0.5 gm. doses every eight hours for at Jeast five 
days. Relapse occurred in one patient when tetracycline was 
withdrawn after only three days. Tetracycline therapy was rated 
as beneficial in 34 of the 62 patients with staphylococcic infec- 
tions. Three patients with anaerobic streptococcic infections 
were successfully treated, and the clinical responses were similar 
to those observed in the hemolytic streptococcic series. Tetra- 
cycline therapy failed in two patients with pseudomonas infec- 
tions. Among patients with mixed bacterial infections of soft 
tissues and bone, satisfactory responses were obtained whenever 
the organisms were tetracycline-sensitive, the regional blood 
supply was adequate, and there was free drainage. Two cases 
of acute diverticulitis of the colon evidenced a dramatic response 
to tetracycline. The results obtained to date in cases of acute 
secondary peritonitis and of acute cholecystitis suggest the value 
of tetracycline in the management of these clinical entities. 
Adverse effects attributable to tetracycline therapy were similar 
to those observed for its two analogues. Oral therapy in doses 
not exceeding 2 gm. a day for an average of seven days was 
well tolerated by most patients. 


Spiramycin: Clinical and Laboratory Studies. D. G. Hudson, 
G. M. Yoshihara, and W. M. M. Kirby. A. M. A. Arch. Int. 
Med. 97:57-61 (Jan.) 1956 [Chicago]. 


Spiramycin is a new antibiotic produced by a strain of Strepto- 
myces isolated from soil samples. The product is primarily a 
mixture of three chemical compounds that can be separated but 
have not yet been completely differentiated. It is supplied in 
0.5 gm. tablets, is hygroscopic, and has a bitter taste. Decom- 
position occurs rapidly at a pH lower than 4 or higher than 8. 
Pneumococci, streptococci, and micrococci (staphylococci) were 
inhibited by low concentrations of the antibiotic in vitro, but 
they were, in general, less sensitive to it than to penicillin or 
erythromycin. Of particular interest was the fact that most 
strains of micrococci resistant to penicillin or erythromycin were 
sensitive to spiramycin. As compared with erythromycin, how- 
ever, the usefulness of spiramycin in the treatment of micro- 
coccic infections may be limited by the fact that micrococci are 
less sensitive in vitro to spiramycin, and larger amounts are 
required to produce equivalent blood levels. Spiramycin was 
well absorbed when administered orally in doses of 1 gm. every 
six hours, giving serum concentrations ranging from 1 ¥ to 7 ¥ 
per milliliter. The antibiotic was well tolerated. Some patients 
complained of a bitter taste, and two patients had diarrhea that 
was possibly caused by the antibiotic. Spiramycin was given to 
29 patients with bacterial pneumonia. Twenty-six of these be- 
came afebrile within five days and made an uneventful recovery. 
Two patients ran a more prolonged febrile course, and one pa- 
tient vith Friedlander’s pneumonia failed to respond. The studies 
indicate that spiramycin is (1) quite effective in vitro against 
the < ommonly encountered gram-positive bacteria, (2) well 
tolerted and well absorbed when given orally, and (3) clinically 
effective in the treatment of bacterial pneumonia. 
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ANESTHESIA 


Studies on Hypothermia in Monkeys: 1. The Effect of Hypo- 
thermia on the Prolongation of Permissible Time of Total 
Occlusion of the Afferent Circulation of the Brain. J}. D. Me- 
Murrey, W. F. Bernhard, J. A. Taren and F. A. Bering Jr. 
Surg. Gynec. & Obst. 102:75-86 (lan.) 1956 [Chicago 


This investigation was undertaken, first, to define the maxi 
mum safe period of afferent cerebral vascular occlusion and, 
second, to determine the effect of vascular occlusion as evidenced 
by the electroencephalogram. Monkeys were selected for study 
because they represent a higher order of cerebral integration than 
dogs. Serial electroencephalograms in control hypothermic 
monkeys that had received pentobarbital demonstrated a de- 
crease in amplitude of all frequencies with cooling. The fre- 
quency changes in the electroencephalographic patterns are sim- 
ilar to those associated with increasing dosages of pentobarbital 
alone. Follow-up electroencephalograms and observations of 
behavior in control monkeys subjected to hypothermia revealed 
no evidence of cerebral damage. Cerebral afferent vascular occlu- 
sion produced with clamps at the origin of the vessels from the 
arch of the aorta resulted in disappearance of electroence »halo- 
graphic activily within one minute, irrespective of temperature. 
All monkeys in which the afferent cerebral vascular circulation 
was occluded for 20 to 22 minutes showed evidence of cerebral 
damage or died within 48 hours. Fifteen minutes of afferent 
cerebral vascular occlusion was tolerated by monkeys at tem- 
peratures of from 23 to 26 C, but two monkeys in which tem- 
perature was reduced to 22 C did not survive this period of 
ecclusion. Multiple periods of occlusion for 15 minutes resulted 
in definite cerebral damage in three of five monkeys. Multiple 
12-minute periods of afferent cerebral vascular occlusion were 
tolerated and appear to be the limit of safety in hypothermic 
monkeys if adequate time for recovery is allowed between 
periods of occlusion. Animals with slow return of electroen- 
cephalographic activity after a single occlusion or a series of 
ccclusions revealed evidence of cerebral damage. Many of these 
monkeys did not survive. Regional cerebral ischemia under 
hypothermia may be a solution for the surgical management 
of ruptured cerebral aneurysm. In vascular intracranial lesions, 
requiring prolonged dissection, a combination of hypothermia 
and hypotensive anesthesia would seem to be most efficacious. 


Steroid Anesthesia in Man: A Clinical Report. F. J. Murphy, 
N. P. Guadagni and F. L. DeBon. J. Internat. Coll. Surgeons 
24:13-17 (Jan.) 1956 [Chicago 


A 2.5% solution of 21-hydroxypregnanedione sodium suc- 
cinate (Viadril) in distilled water or isotonic sodium chloride 
solution was used as a basal anesthetic in combination with 
nitrous oxide and oxygen in the proportion of 3 to | or in com- 
bination with cyclopropane and oxygen and with ether in 125 
patients. Fifteen of the patients were subjected to intracranial 
operations, 9 to intrathoracic, and 17 to abdominal operations; 
35 had operations on the neck, 9 on the extremities, 8 on the 
perineum, 9 on the back, and 3 on the chest wall; one had a 
pneumoencephalogram and 7 had otorhinolaryngological opera- 
tions. The duration of anesthesia varied from one to 10 hours. 
The average adult patient received as premedication 50 to 75 
mg. of meperidine (Demerol) hydrochloride, with or without 
scopolamine, and pentobarbital. An in:ravenous drip of 5% dex- 
trose in distilled water was allowed to run freely. The Viadril 
solution was injected into the intravenous tubing at a point some 
distance from the arm so that mixing and dilution took place 
in the tubing before the needle was reached. The strength at 
which the Viadril solution entered the vein was calculated at 
not greater than 1.25%. It took about five minutes to give 1,500 
mg., and five additional minutes were allowed before the patient 
was considered ready for any further manipulation. With Viadril 
as a base, nitrous oxide becomes a satisfactory, adequate, and 
controllable anesthetic agent. The use of Viadril combined with 
different anesthetic agents reduces the amount of the other drugs 
necessary. Viadril is a true anesthetic, i. e., it abolishes pain 
sensitivity, dulls reflexes, and produces muscular relaxation and 
sleep without undue depression of respiration or circulation. It 
may be placed just below cyclopropane and above ethylene with 
respect to total effectiveness or potency. 
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BOOK REVIEWS 


Obstetrical Practice. By Alfred C. Beck, M.D., and Alexander H. Rosen- 
thal, M.D., Clinical Associate Professor of Obstetrics and Gynecology, 
State University of New York, College of Medicine at New York City, 
New York. Sixth edition. Cloth. $12. Pp. 1066, with 967 illustrations. 
The Williams & Wilkins Co., Mt. Royal and Guilford Aves., Baltimore 2, 
1955. 


In this, the most basic of all specialties in medicine, broad 
and deep experience must always be applied to the proper in- 
terpretation of innovations. Overenthusiastic application of the 
novel and untried contributed greatly to the high maternal and 
neonatal mortality of past generations. In the preface of this 
sixth edition, Dr. Beck modestly implies that his “somewhat 
outmoded experience” has been complemented by the more 
modern knowledge of Dr. Rosenthal. Be that as it may, the 
result is good and the teamwork most commendable. There can 
be no doubt that much of America’s progress in this field has 
evolved from such preceptorships, the wedding and welding of 
youth and experience. The format, in general, departs little from 
earlier editions, but the subject matter has been carefully re- 
vised. The best modern teaching has been amply covered and 
most of the obsolete deleted. To keep alive some reverence for 
tradition would seem the only reason for mentioning chloro- 
form anesthesia, but the authors’ discussion is so skillful that no 
quarrel is engendered. The roentgenograms in the appendix are 
excellent and illustrate most clearly a number of interesting 
phases of this work. The chapters on the physiology of the fetus 
are noteworthy and easily readable. The publishers have pre- 
sented an excellent book, with good paper and type, clear illus- 
trations, an exhaustive index, and good arrangement throughout. 


Human Pathology. By Howard T. Karsner, M.D., LL.D., Medical Re- 
search Advisor to Surgeon General of United States Navy. Eighth edition. 
Cloth. $15. Pp. 960, with 576 illustrations. J. B. Lippincott Company, 227- 
231 S. Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada; Pitman 
Medical Publishing Co., Ltd., 39 Parker St., Kingsway, London, W.C.2, 
England, 1955. 


This book has for many years served as a guide to pathology 
for undergraduate students. The eighth edition contains extensive 
revisions in many chapters. The text is arranged in two parts, 
general pathology and special pathology. The chapters in general 
pathology discuss the general phenomena of diseases, pathologi- 
cal pigmentation, degenerations and infiltrations, necrosis and 
somatic death, mineral infiltrates and concrements, atrophy, dis- 
turbances of circulation, inflammation, principles of infectious 
diseases, the infectious granulomas, progressive tissue changes, 
and tumors. The chapters on systemic pathology cover the cardio- 
vascular system, hematopoietic system, respiratory system, ali- 
mentary canal, liver and pancreas, urinary system, genital system, 
endocrine glands, organs of locomotion, nervous system, the eye 
and its adnexa, and skin. Webb Haymaker, J. L. Orbison, J. E. L. 
Keyes, and H. Z. Lund have written or rewritten parts of this 
section. This is one of the best texts for undergraduate and 
graduate students in general and special pathology. The text ma- 
terial is well organized, and the illustrations, if not all clearly 
reproduced, are well chosen. The references for the chapters are 
comprehensive. 


The Diseases of Occupatiens. By Donald Hunter, M.D., F.R.C.P., Phy- 
sician, London Hospital, London. Cloth. $20. Pp. 1046, with 438 illus- 
trations. Little, Brown & Company, 34 Beacon St., Boston 6, 1955. 


This monumental collection of much-needed information on 
occupational diseases, from a global point of view, should be 
heartily welcomed by all involved in various phases of occupa- 
tional health. The author has devoted many years of his pro- 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


fessional life to this field. Apparently he would like us to think 
of this volume as a compendium on the subject, for in his preface 
he says that this book contains the knowledge gained in 29 
years’ teaching and is designed chiefly for the student, the 
general practitioner, and the consultant. Although he seems to 
think that the industrial medical officer and the works chemiy 
will need to consult books much more detailed, this need fo, 
more detail will seldom arise. Few books attempting to cover 
such a broad field give such a useful and practical consideratior 
of every phase of occupational diseases and health. Every type 
of occupation is considered, not only in England but everywhere. 
whether in industry or not. Some conditions unrelated to oc. 
cupation, because of the light they throw on what may happen 
in industry, are described. Injuries caused by lightning and the 
atom bomb are examples of this. The chemical composition of 
materials worked with is given. How poisoning occurs and how 
it may be prevented and treated are especially well described 
Industrial processes are considered and illustrated. 

With customary English thoroughness, the author has docv- 
mented each of his chapters. The arrangement and headings of 
subjects are noteworthy. They make for comfortable and eas) 
location of any information sought. Few books of such vast 
scope are as well arranged and labeled. Some may wish this 
book had been set in larger type, but had this been done, it 
would have resulted in a book too heavy for comfortable hold- 
ing. Altogether, for general reading and reference it is most 
satisfactory. Perhaps the most interesting chapters to many are 
those on the historical consideration of the socioeconomic aspects 
of man and his work, the industrial revolution, the social re- 
forms of the 19th century, and the health of workers in the 
20th century. These chapters are commended to all students of 
occupational health. Other chapters on the ancient and other 
metals, the aromatic and aliphatic carbon compounds, noxious 
gases, occupational diseases due to infection or physical agents, 
skin and occupational cancer, pneumonoconioses, and accidents 
complete the coverage. No one who desires to have at hand the 
best single volume of source material in occupational diseases 
can afford to be without this book. The thought and pains- 
taking effort that have gone into it have been great, and it 
deserves a lasting place in libraries the world over. 


Survey of Clinical Pediatrics. By Lawrence B. Slobody, M.D., Professor 
of Pediatrics, New York Medical College, New York. Second edition 
Cloth. $9.50. Pp. 502. Blakiston Division, McGraw-Hill Book Company 
Inc., 330 W. 42nd St., New York 36; 95 Farringdon St., London, E.C4, 
England, 1955. 


As indicated in the preface to this second edition, the author 
has endeavored to cover a broad subject as completely, yet a 
briefly as possible, focusing on highlights and relationships. In 
general, he has accomplished this purpose, but he is often forced 
to be didactic in the presentation of material that is in some 
instances regrettably sketchy. He has developed a remarkably 
concentrated style, using terse, telegraphic sentences that cover 
the bare facts in a concise but clear manner. Well-organized 
outlines and tables are used to good advantage, complex sub- 
ject matter is covered in a short space, and much pertinent it- 
formation is included. However, little selection or choice is lei! 
to the reader. The practice of providing review questions at the 
end of each chapter is somewhat sophomoric for the gradual 
level. While the author claims to present majority opinion 0° 
controversial points, there is little opportunity to weigh the pro 
and cons of many subjects that are legitimately controversid! 
and far from being definitely settled. The reference books iste? 
are well chosen and provide access to authoritative sources from 
which much of the condensed material in the survey was derived 
If the limitations are accepted, it is likely that a number of phys 
cians will find the volume a convenient handbook. 
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CONDUCTIVE FLOORS IN HOSPITALS 


lo 1He Epiror:—I/n the construction of a hospital, a conductive, 
mded floor was installed. In testing this floor with an 
nmeter, it was found that there was apparently no con- 
duction when the floor and electrodes were dry but that the 
meter read 500,000 ohms resistance if the point of contact 
if the electrodes with the floor was moistened. There is a 
question as to whether the use of conductive shoes is of any 
henefit unless the area of contact is moist. If the area of 
contact Should be moist for proper protection, would moisten- 
ine the soles of the shoes by stepping on a wet towel be 


adequate? Eugene L. D. Blake, M.D., Paducah, Ky. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—It has been found that conductive floors that fail 
to conduct and neutralize static charges may frequently be in- 
effective owing to an accumulation of a film of dirt, soap, or 
detergent. Great care must be exercised to keep the surface of 
the floor entirely clean, in accordance with the manufacturer's 
instructions. The same applies to conductive soles for shoes, 
which may become nonconductive if coated with any of the 
above materials. It is, of course, true that moistening the soles 
of the shoes by stepping on a wet towel will improve the con- 
duction as long as the moisture remains. 


ANSWER.—AsS long as the floor shows conductivity within the 
recommended range, even though the addition of moisture under 
the electrode is necessary, conductive shoes will be very useful 
in carrying away electrostatic charges from personnel wearing 
them. However, attempts should be made by surface treatment 
to improve the conductivity of any floor that does not meet the 
recommendations set forth in the National Fire Protection 
Association Standard, no. 56. If after several successive treat- 
ments the floor does not show improvement, it should be replaced 
with a floor having a manufacturer’s unconditional guaranteed 
conductivity. There are reputedly several such floors on the 
market today. 


RHEUMATOID ARTHRITIS 

To THE Epitor:—Please advise on the use of bacterial vaccines 
in long-standing rheumatoid arthritis. A patient has carpal, 
metacarpophalangeal, and bilateral knee involvement and has 
great pain and immediate increase of sedimentation rate on 
reducing steroid dosage below 40 mg. daily. What is the best 
product to use for muscle relaxation? I have seen no benefit 
in cases in which I have used mephenesin. 


Lloyd H. Murdock, M.D., Zwolle, La. 


ANSWER.—There is neither clinical nor theoretical ground for 
the use of bacterial vaccines in rheumatoid arthritis. In fact, 
therapeutic results are negative in carefully controlled series of 
cases. As yet, no effective muscle relaxant in rheumatoid arthritis 
has been found. Earlier claims for the effectiveness of neo- 
‘tigmine bromide and physostigmine have not been confirmed. 
The same statement may be made in regard to the use of curare 
Preparations adapted for intramuscular administration. No 
reports have appeared that conclusively demonstrate that 
mephenesin promotes muscle relaxation in this disease. For relief 
Of pain, analgesics, such as aspirin in full dosage and heat 
in the form of moist packs, aid in muscle relaxation as do agents 
such as cortisone and corticotropin, which contribute to the 
control of disease activity. 





answers here published have been prepared by competent authori- 
cy do not, however, represent the opinions of any medical or other 
fer\vation unless specifically so stated in the reply. Anonymous com- 
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QUERIES AND MINOR NOTES 





CHEST PAIN RELIEVED BY DRINKING WATER 

To THE Epiror:—What is the diagnosis in the case of a man 
aged 65, who has had attacks of severe angina-like pains is 
his chest for 10 vears, which attacks are immediately relieved 
by taking a whole glass of cold or hot water and belchine up 
ves? There is no organic heart disease present. Does the 


drinking of water relieve a cardiospasm? 


William S. Levy, M.D., Woonsocket, R.1 


ANSWER.—A diagnosis based on the case history described 
cannot be made because of lack of evidence presented. Similar 
symptoms may result from numerous conditions including 
cardiospasm, hiatus hernia, and radiculitis secondary to arthritic 
changes in the spine, although relief from swallowing liquids 
would not be so likely to occur with the last condition men 
tioned. It is possible, however, that the change of posture pro 
duced by the act of swallowing might give relief from nerve 
root pressure. It is recommended that x-rays of the esophagus 
and upper gastrointestinal tract be taken, and, if these are nega 
tive, x-rays of the thoracic spine should be studied 


CANCER DIAGNOSTIC SMEARS 


To THE Epiror.—How dependable are cancer diagnostic smears 
that are permitted to dry and that are not fixed in alcohol- 


ether? M.D., New York. 


ANSWER.—Smears that are permitted to dry and that are not 
fixed in alcohol-ether are not dependable for cancer diagnosis 
Cellular morphology, particularly that of the nucleus, is not well 
preserved in unfixed smears. Furthermore, dried cells lose some 
of their affinity for stains. Since most of the cytological criteria 
of malignancy are based on alterations in nuclear structure, a 
reliable interpretation of poorly preserved and inadequately 
stained cells is not possible. 


ALBUMINURIA 


To tHe Epiror:—A 58-year-old man with normal blood pres 
sure has had a 3 to 44+- albuminuria. There are no other 
symptoms, Urologists have been unable to find any urinary 
disturbances. Is there such a thing as a low renal threshold 
for albumin? Could there be a somatotropic hormone caus 
ing albuminuria that could be controlled hy corticotropin? 
Is there such a condition as a postural albuminuria, just as 
there is a postural hypotension? This man has gone into shock 
on several occasions after injections; it does not seem to he 
important as to what type of injection or medication is used 
For example, he went into deep shock and was pulseless for 
30 minutes after a small injection of heparin, This was the 
13th of a series of injections in a course of treatment si 
gested by an internist. The circulation in his feet is poor and on 


0 


walking he develops claudication, but no diagnosis of throm 
boangiitis obliterans (Buerger’s disease) has ever been mad: 
1 would appreciate suggestions for treatment for this man 


R. B. Newman, M.D., Miami, Fla 


ANSWER.—It 1s not customary to speak of a “low renal 
threshold for albumin” even in patients with low serum album: 
and marked proteinuria. There are many people with pr 
teinuria and normal serum albumin, but all of these are b« 
lieved to have abnormal glomerular permeability to protein. In 
myxedema there is abnormal capillary permeability, and albu 
minuria reversible with thyroid therapy is not unusual; no hor 
mone causing albuminuria is knowa, but severity of proteinuria 
has been reduced by adrenalectomy, hypophysectomy, and also 
by corticoid therapy. Albuminuria is increased by the erect 
posture; if it disappears completely during recumbency and if 
there is no other sign of renal disease, the condition is described 
as “postural proteinuria.” Allergic proteinurias and cases of 
pure nephrosis due to sensitivity to the drug Tridione or to 
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specific allergies have been described. This patient may well be 
an example of nephrosis; myxedema, amyloid disease, and 
nephrotic stage of glomerulonephritis must be excluded. The 
cholesterol in the plasma should be elevated and serum albumin 
reduced if there is true nephrosis. 


NEVUS FLAMMEUS 


To THE Epitor:—A 5-year-old girl has a nevus flammeus of 
the left side of the scalp, face, and neck. At the age of 3 
months the lesions were treated by exposure to beta-ray 
plaques. Twenty minutes of exposure were given each day for 
15 days. Again, when the girl was 18 months old, a small 
amount of irradiation was delivered to this lesion, A few 
small areas of the left ear and cheek show evidence of blanch- 
ing, but there is also some tendency to telangiectasia forma- 
tion over the forehead. What further treatment, if any, should 


be advised? R. K. Worman, M.D., Niagara Falls, N. Y. 


ANSWER.—Unfortunately, nevus flammeus does not respond 
satisfactorily to treatment, though some success has been claimed 
for treatment with grenz rays. In adults, tattooing with pigment 
might be considered, though the results from this are not al- 
together satisfactory either. This child should have no more 
therapy with radiation. A cosmetic preparation can be used to 
mask the lesion. 


LATENT SYPHILIS IN A COOK 

To THE Eprror:—/n THE JouRNAL, June 11, 1955, page 468, Dr. 
John Godwin Downing of Boston, in an article, “Syphilis in 
Industry,” states clearly what attitude the employer should 
take toward the employment of an applicant who presents a 
positive serologic result on a test for syphilis. What should 
a plant physician recommend for the employment of a cook 
who has latent syphilis? He had venereal exposure years ago 
for which he was treated, but the serologic test shows a 
weakly positive reaction in the preemployment examination. 
He has no detectable lesion, nor is there evidence of cardio- 
vascular syphilis or neurosyphilis. What is the chance of trans- 
mission of syphilis through food handling, and, secondly, what 
would be the treatment of choice? We have treated similar 
cases with penicillin repeatedly without having the Venereal 
Disease Research Laboratory test clear up. 

M.D., China. 


ANSWER.—It is the opinion among syphilologists that the 
danger of transmission of syphilis through nonsexual contacts is 
slight, even in the case of food handlers, barbers, and beauticians. 
In the case of a person with latent syphilis who had venereal 
disease years ago and who has had adequate treatment, despite 
the fact that the serologic test shows a positive reaction, it is 
the consensus of opinion that this person could be employed as 
a cook without danger to anyone. The chances of transmission 
of syphilis through food handlers is practically nil. In answer 
to the second question, if the patient has had 6 million units of 
penicillin in a period of 10 days to two weeks, the fact that 
he still shows a positive serologic reaction is of no great con- 
sequence, provided the spinal fluid remains negative. In most 
of these cases, there is a decided progressive decrease in the 
serologic titer; therefore, if there is no increase in this titer, this 
consultant does not believe this patient needs any further therapy 
afier a two-year period of observation. 


FEAR OF NEEDLES 


To THE Epitor:—A 45-year-old married woman has no physical 
complaints, and she appears healthy; however, she is obsessed 
with a fear of needles. She lives with her diabetic mother 
and is afraid to have her mother touch her lest a broken needle 
that her mother uses for injections of insulin be transferred 
to her from her mother’s hand. She constantly fears there 
are broken parts of needles on the rugs, in her mattress, and 
in pillows. The nearest possible cause 1 can elicit is that she 
was pricked with a broken needle years ago. This did no 
harm, and she admits she has suffered no harm either from 
dental treatments or from hospitalization three years ago 
when she was hospitalized for this same obsession and blood 
was drawn from her arm for study. Her experience with 
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psychiatrists has been unfortunate in that they ridiculed he, 
fear. The obsession abated three years ago, but it now ha; 
recurred. I prescribed Thorazine, 25 mg. three times a day 
and Serpasil, 25 mg. three times a day. Each time I see her 
I point out that this fear is groundless. She realizes her fear 
of needles is not justified and tries to fight it, but she cannot 
In all other ways she is well oriented, has no hallucinations 
and no other evidence of mental disease. Please advise hoy 
to further treat this patient. M.D., New York. 


ANSWER.—The treatment of the patient should have been by 
a psychiatrist who does not use ridicule as a_ therapeutic 
method. It may be possible, however, that the patient ex- 
aggerated her psychiatrist’s attitude. It is necessary to find the 
meaning of needles to this woman. It is likely that needles are 
associated in her mind with cessation of life (use of injections 
in illness), and the patient may actually fear dissolution, the 
fear of needles being only a substitute fear. Looking for broken 
needles in the rugs, mattress, and pillows is an obsession that 
borders on the delusional. The patient must be constantly re- 
assured and efforts made to discover her mental association 
with needles. 


OVULATION RARE AFTER LAST MENSTRUATION 


To THE Epiror:—/ would like to comment regarding the answer 
to the inquiry on ovulation after menopause in the Jan. 14, 
1956, issue of THE JOURNAL, page 152. The medical committee 
of the Planned Parenthood Federation of America, Inc., has 
developed the medical standards under which the federation's 
100 affiliated centers give child-spacing advice to 130,006 
individuals yearly. We are asked many times how long the 
medical committee advises a woman to use contraception 
after menopause, and our answer has been agreed upon as 
follows: she should continue to use protection for two years 
after the last menstrual period. 


Mary Steichen Calderone, M.D. 

Medical Director 

Planned Parenthood Federation 
of America, Inc. 

501 Madison Ave. 

New York 22. 


OCCLUSION OF INFERIOR VENA CAVA 
To THE Epitor:—To a query in THE JouRNAL, Nov. 19, 1955, 


page 1257, on the effects of sudden and gradual occlusions 
of the inferior vena cava between the renal veins and the 
hepatic veins, and, in particular, on whether ascites would 
result, the consultant dealt almost completely with experimen- 
tal results in the lower animals and seemed to leave open 
the matter of the effects on the human physiology. Good- 
pasture and I (Arch. Int. Med. 22:86 [July] 1918) described a 
case of occlusion of the entire inferior vena cava by hyper- 
nephroma, with thrombosis of the hepatic veins and their 
branches, in a man, aged 63, who entered the Peter Bent 
Brigham Hospital, Boston, Jan. 22, 1917, complaining of 
ascites, swelling of the feet, legs, and scrotum, and shortness 
of breath. In this case, 24 hours before death, the liver sud- 
denly became greatly enlarged and the patient developed 
symptoms of acute acidosis, with strong acetone breath and 
alveolar carbon dioxide tension of 11.6 mm. Hg, and aceto- 
acetic acid was found in the urine. There was a widespread 
central zone necrosis of the liver lobules, and the thrombi 
behind the tumor tissue in the orifices of the hepatic veins 
appeared to be about 24 hours old. The rarity of thrombi 
in the hepatic ostia has been attributed to the marked obliquity 
of the veins and also to the diminished coagulability of the 
hepatic blood. Goodpasture and I suggested that, where there 
are already signs of obstruction of the inferior vena cava, 
sudden enlargement of the liver, coincident with the onset of 
acidosis, is probably indicative of acute thrombosis of 1é 
hepatic veins. 


Victor C. Jacobsen, M.D 
51 First St. 
Troy, N. Y. 
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